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THE MANAGEMENT OF 
BREAST LESIONS 


\V. Emory Burnett, A.B., M.D., F.A.C.S.* 
Philadelphia, Pennsylvania 


esions of the breast continue to frighten 
L us and justifiably so since they are com- 
mon and the malignant form continues 
to destroy an alarming proportion of our 
female population. Admitting the well estab- 
lished fact that no system in medicine is com- 
pletely infallible, our considerable experience 
of over thirty years with breast lesions has 
taught us that there is a reasonable approach 
in diagnosis which can avoid many un- 
necessary biopsies and much disfigurement un- 
less the rules of safety and caution demand 
such sacrifice. 

Beginning with one of the most common 
non-malignant lesions of the breast which 
affects from five to ten percent of women be- 
tween the ages of thirty and fifty, we should 
consider chronic cystic mastitis. Although these 
are frequently multiple, they are often single. 
Although well circumscribed in most instances, 
they are sometimes so deeply buried as to ap- 
pear infiltrative. Occasionally, they are fluctu- 
ant but usually the secretory pressure is great 
enough to make them feel like solid tumors. 
Rarely, they will be so superficially placed as 
to give the erroneous impression of skin fixa- 
tion. Axillary adenopathy is present in at least 
one-third of them and is often tender. 

The simple office procedure of aspiration 
can prove in most instances that a mass is 
cystic or solid. It is more simple and more 
accurate than transillumination or‘’x-ray and, 
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under local anesthesia, is as painless as a well 
given hypodermic injection. It affords a great 
deal of information but should not be used as 
a biopsy procedure since the breast is such 
an active area and proper open biopsy is so 
easy and so much more accurate. The informa- 
tion obtained and the interpretation follow. 
One, and most important, if the mass is cystic 
and_ disappears completely upon thorough 
aspiration, there is no need to do biopsy here 
more than there is to do some other part of 
this breast or the opposite breast. Two, if it 
is solid, it may present yielding resistance as 
though one were passing the needle through 
apple meat, the so-called gritty feeling of a 
very cellular tumor, usually malignant, or the 
extreme resistance to passage presented by 
fibroadenoma and the corresponding resistance 
to withdrawal of the needle, often elevating 
the breast before the needle can be withdrawn. 
If the mass is solid, open biopsy is indicated as 
soon as possible. 

In case a cyst is proven by aspiration, a 
definite program must be laid down since 
these cystic breasts are under abnormal endo- 
crine control and are subject to a slight in- 
crease in incidence of carcinoma over the non- 
cystic breast. The most comprehensive of the 
many articles suggesting this relationship is 
that of Shields Warren' which shows that the 
incidence rate in the general population is 1.2 
cancers per thousand women and that the in- 
cidence of cancer in patients suffering from 
chronic mastitis is eleven times as great before 
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the menopause. Multiplying these two figures 
together would give some thirteen cancers per 
thousand women with mastitis which is still 
not a very great incidence. This explanation 
to the patient who has cysts helps to explain 
the reasonableness of a program of re-ex- 
amination regularly every three months at a 
time some ten to fourteen days following the 
beginning of the previous menstruation so as 
to examine the breast during the depth of the 
resting phase. The patients are also instructed 
to examine themselves monthly at the same 
part of the cycle and to report any abnormali- 
ties discovered. If tumor should develop, very 
little time would elapse before discovery at 
the next careful examination in three months 
or less. 

Exceptions to these general rules are as fol- 
lows. One, if the cyst returns in exactly the 
same place within six months, this cyst should 
be excised for biopsy since it is strongly sug- 
gestive of a cystadenoma with tumor in its 
walls. Two, if disappearance under aspiration 
is not complete, the same interpretation should 
be made, as malignancy may be present in the 
tumor of the wall. Three, if an extremely large 
cyst containing more than 50 ml. is found, this 
also should be removed and examined. 

Occasionally patients will not follow the 
rules, but when they are given an appointment 
card for an exact time three months ahead 
and the secretary reminds them if they are 
tardy, it is difficult for them to break their 
agreement. One of the six patients out of 
several hundred seen in the last twenty years 
who developed cancer on this program was a 
woman who failed to return for eighteen 
months and then came in with a well estab- 
lished clinical malignant tumor of the breast. 
Five others in this group also developed malig- 
nant tumors under observation, were checked 
by biopsy and treated by radical mastectomy 
promptly. One of them died of recurrence in 
the liver five years later and the other four 
have done well for from three to eight years. 

It is fallacious to assume, because cystic dis- 
ease has been established on one previous 
biopsy, that new lumps are necessarily of the 
same type. One patient who had had biopsy 
on two occasions before we saw her, in each 
instance finding cyst, developed two new 


masses and these proved to be solid by aspira- 
tion. Upon further biopsy, one was fibroad- 
enoma and the other malignant. Thus, biopsy 
is not the panacea and many biopsies are not 
necessary with their expense and _ scarring 
which are inherent. 

Discharge from the nipple is usually due 
to intraductal papilloma, papillary carcinoma 
(in ten to fifteen percent) or cystic dilatation 
of the central ducts (in fifteen to twenty per- 
cent.) Discharge from a malignant papilloma 
can be serous and that from a benign lesion 
can be bloody since they are very friable. Thus, 
the type of discharge is not important but its 
presence is. In either case, biopsy of the offend- 
ing duct should be done and the simple ex- 
pedient of catheterizing the duct from which 
the discharge exudes and injecting a dye such 
as methylene blue, followed by splitting the 
nipple to follow this duct back to its source, 
has enabled us to find with ease most of the 
lesions producing discharge. Biopsy with 
frozen section can tell one simply to excise the 
ducts and close the wound or to proceed with 
radical mastectomy. This method avoids much 
of the blind attempt to find the source and 
the occasional need for simple mastectomy 
just to be sure that the lesion has been re- 
moved. 

Chronic recurring sub-areolar abscess has 
been a very intractable disease in our experi- 
ence until one of my associates, Dr. H. Taylor 
Caswell,2_ recently demonstrated that most 
of them are due to the associated inverted 
nipple, and a fistula from the infected ducts 
through the skin into the groove about the in- 
verted nipple. The addition of excision of the 
ductal portion of the nipple so involved, of 
mattress sutures to evert the inverted nipple, 
and excision of the remaining part of the in- 
fected ducts has so far been effective in curing 
the condition in some twelve patients. Al- 
though infrequent, these lesions had resisted 
all less complete procedures. 

Next, we should like to make a plea for more 
cosmetic approaches to the solid lesions re- 


- quiring biopsy but which appear to be benign. 


Since these approaches may be somewhat 
more traumatic, it is certainly unwise to use 
them for any lesion which appears clinically 
to be malignant, since such trauma might dis- 
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seminate emboli from the angio-invasive area. 
Even the benign appearing ones might be 
malignant and therefore should be approached 
with the greatest gentleness possible but this 
can be done quite satisfactorily through in- 
cisions which are much less deforming or 
visible. The standard one of these is the infra- 
mammary, which hides under the dependent 
breast and can be used for lesions near the 
periphery of the inferior half. Much more ap- 
plicable to a greater amount of area is a peri- 
areolar incision made just within the border 
of the areola on the side toward the lesion. 
Carrying this down through the capsule and 
lifting the capsule with its overlying skin and 
subcutaneous tissue, one can approach the 
area for biopsy subcutaneously and remove 
even fairly large benign tumors. Such incisions 
in the areola heal so well that they are difficult 
to find without stretching the areola when 
they can be more readily seen. In case of the 
discovery of malignancy on frozen section, 
such a wound would be much easier to control 
during a radical mastectomy to avoid im- 
plantation of tumor cells in the new field. Our 
patients have been very grateful for the small 
penalty exacted of them for the necessary 
biopsy. 

Certainly, biopsy is urgently necessary for 
every solid tumor of the breast but it seems to 
me that excessive removal of-one-quarter to 
one-third of a breast for biopsy is much more 
than is needed and is certainly very deforming 
if mastectomy is not required by the biopsy. 
We believe that no radical mastectomy should 
be performed without biopsy since there are 
occasionally other lesions which can clinically 
strongly imitate malignancy but do not require 
amputation for their care. Fat necrosis, plasma 
cell mastitis and some of the larger intraductal 
papillomas without nipple discharge are in 
this category. Most reports of the treatment 
of carcinoma list from ten to twenty percent 
of recurrence in the resection area. Certainly 
if there is extensive axillary involvement, one 
must cut across tumor bearing lymphatics at 
the periphery of his dissection which would 
permit such implant. However, many of these 
are patients in whom there is not such exten- 
sive involvement and one cannot avoid the im- 
pression that the biopsy site was the source of 
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secretion bearing tumor cells which can con- 
taminate the extensive operative field of radical 
mastectomy. Working on this assumption, we 
have tried to take material for biopsy from a 
small incision which could be more readily 
controlled if mastectomy is required. Of neces- 
sity, this must reach to the center of the lesion 
to obtain representative tissue since we have 
all seen patients who have had biopsy reported 
as non-malignant and who have progressed 
to fatal involvement with malignant tissue 
probably just beyond that from which the 
biopsy was taken. If one enters the center of 
the lesion, this error can be avoided. If it 
proves to be benign, the remainder of the 
lesion can be excised after such report from 
the frozen section, and if it is malignant, only 
this small wound with a small amount of serum 
is present to threaten the larger operative field. 
However, many other precautions must be 
taken to prevent local implant since we and 
others have proven that rinsings of the gloves 
or instruments used at such biopsy will grow 
tumor cells on tissue culture. We must treat 
this area as though it were infection and we 
were trying to avoid transplant of bacteria. 
We do this by putting on a basic drape and 
preparing the breast for biopsy, and then 
closing in to a small area with additional 
drapes which can be discarded without dis- 
turbing the basic ones. Suction and sponges 
are used to keep the necessary blood and 
exudate from the wound localized and the 
tissue is obtained. During frozen section, 
hemostasis is secured and when proof of 
malignancy is obtained, the cavity is packed 
with a sponge wrung out of 95% carbolic 
acid. It is then sutured, closed very tightly 
with large bites of heavy suture material in a 
strangulation closure, attempting to make it 
water-tight. Next, the area is again thoroughly 
washed with alcohol for its tumorcidal effect, 
the gloves, instruments, drapes and gowns 
used in the biopsy procedure are discarded 
and an alcohol sponge is placed over the 
wound. 

With new gowns, gloves and instruments, 
a hemostat is used to remove the alcohol 
sponge and both are discarded, a new one is 
applied and thick gauze pack is sutured or 
clamped over this. If the wound is kept com- 
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pletely covered in this fashion throughout, 
there is little chance for wound secretion to 
get into the new field and we have been 
pleased to see only one implant in an other- 
wise unlikely field in the past ten years. This 
removes one of the sources of failure to cure 
a localized lesion. 

When carcinoma is present, careful dis- 
section of the radical mastectomy seems to 
produce similar results throughout the country 
of seventy to eighty percent five year cures if 
the lesion is confined to the breast and about 
half that amount if axillary nodes are involved. 
If there is ho evidence of distant metastases in 
the chest, liver or in the supraclavicular nodes, 
it seems wise to go ahead and try to remove 
the lesion by a properly executed, standard 
radical mastectomy. Although it is logical to 
try to remove the parasternal and supra- 
clavicular nodes, in 1956 Wangensteen? re- 
ported disappointment with his extended 
radical mastectomy with no improvement in 
salvage and a definitely increased mortality of 
some 12%. Jerome Urban’s* procedure seems 
more logical and less severe and shows a very 
low mortality. However, time has not per- 
mitted true evaluation, but his latest report in 
1956 reveals a slight improvement on the three 
year cure basis. Time will tell whether this has 
advantage. Unfortunately, by the time that the 
parasternal and supraclavicular nodes are in- 
volved, usually the angio-invasive character 
of the lesion has produced distant metastases 
whether recognizable or not. Our failures have 
largely been due to distant metastases without 
recurrence in the operative site, probably 
based upon the so called “pre-determinism” of 
host resistance and tumor activity and on the 
basis of metastases of microscopic nature be- 
fore amputation was done, as quoted by Vin- 
cent Collins.® It is presupposed, if there is no 
recurrence locally and tumor does appear in 
the distant areas postoperatively, that these 
must have been implanted before or during 
operation. Conversely, if there is recurrence 
locally, this could be the source of distant 
metastases. 

Even malignant growth occurring during 


pregnancy is worth surgical attack since an 
occasional case is cured thereby, and even 
Haagensen® with his extreme conservatism 
has conceded this possibility. 

For the advanced disease discovered at 
operation, when there is involvement of all 
nodes up to the very margin of dissection, we 
have utilized postoperative irradiation of the 
supraclavicular and parasternal areas and 
oophorectomy unless the patient shows by 
assay and vaginal smear that there is very 
little estrogen activity. This has appeared to 
be worthwhile sacrifice. Testosterone has been 
reserved for those who show recurrence after 
such a program because of its masculinizing 
qualities and the considerable benefit obtained 
from the previous moves. 

For those patients who have distant meta- 
stases when first seen, irradiation of the breast, 
axilla, supraclavicular and parasternal areas 
plus oophorectomy if there is estrogen activity 
and testosterone administration have been 
tried, but rather futilely since the results have 
been uniformly poor. With a rare exception, 
these patients go only one to two years more, 
but an occasional one has carried on for five to 
six years even though given enough testoster- 
one to cause extreme masculinization. No cures 
have been obtained by any combination of 
x-ray, hormones, excision of glands or chemi- 
cals if the lesion was not removable by sur- 
gery. Again, this points the way to early diag- 
nosis before spread has occurred when surgery 
can be curative. 
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RELATIONS BETWEEN MEDICAL 
SCHOOLS AND THE MEDICAL 
PROFESSION 


KENNETH M. Lyncu, M. D., D. Sc., LL. D. 
President, Medical College of South Carolina 


time to come when the Alumni Associa- 

tion of the Medical College of South 
Carolina would mature to practical realization 
an occasion at least of annual occurrence when 
the authorities of the school could advanta- 
geously make a full report upon the status, 
the needs and the prospects of health and 
medical education as it affects the well-being 
of the people of the State. Provision for such 
an opportunity is awaited with such patience 
as may be maintained along with the con- 
viction that mere passive acceptance is not 
enough support if we shall be consciously and 
vocally proud of possessing the best that may 
be provided for this fundamental service. 

Medical education in America was entirely 
in control of the profession of medical practice 
until about fifty years ago. In spite of the 
appearance of prophet leaders in the ranks 
from time to time, it is notorious that this ex- 
clusive guardianship led to a state of shameful 
inadequacy as exposed when the product was 
finally examined by competent un- 
prejudiced thinkers. 

In the housecleaning that followed, and that 
really has not as yet been completed, there was 
a joining of the enlightened forces of the med- 
ical profession with those of educational 
authority, to produce a scientific revolution 
elevating American medicine from the bottom 
to the top of the civilized world ladder. It was 
our good fortune that this reversal was ex- 
pedited by two major wars in which we were 
victorious. 

Latterly there has been some evidence of 
“pulling and hauling” between the two forces 
concerned in this effort; the appearance of 
division between the agencies of the profession 
concerned primarily with the business of med- 
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ical practice and the interests entrenched in 
educational traditions. Where conflict of ideas 
gives symptoms of disruption, it is incumbent 
upon those who bear responsibility to keep in 
force the process of “meeting of the minds” on 
the common purpose. 

While in South Carolina we have managed 
to keep a close connection between the prac- 
ticing profession and the only medical school 
in the State, we must not assume that full and 
harmonious understanding will always be 
maintained without deliberate planning by the 
two interests. We live in a time of tensions in 
practically all of our exposures; the war of 
nerves is not limited to our relations with 
other peoples. In the pressures of the busiest 
life ever experienced in medical matters, we 
must realize that none of us can become or 
remain as competent to judge within another 
compartment of activity as in our own sphere 
of narrowed specialization. The complexities 
of the life to which we are now exposed re- 
quire reciprocity in trust and confidence as 
never before. 

Recently we passed through the second an- 
nually proclaimed period designated as “Med- 
ical Education Week.” Although we now ap- 
pear to be involved in the division of the weeks 
of the year in such fashion as to lose much of 
the force sought for the subjects of the dedica- 
tions, it is significant that the proclamation of 
“Medical Education Week” came about not 
solely by promotion from the medical area but 
from recognition of the basic importance of 
medical education to the nation, particularly 
by “industry.” When the industrial tycoons are 
led to assemble for the promotion of medical 
education and devote time as well as money 
to large effort in its behalf, it may be certain 
that there is not only personal advantage but 
there is money value. When that conviction 
seeps southward, as it will, we shall not be so 
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pinched as we have been. 

South Carolina has become one of the 
regions where industry hopes to find favorable 
opportunity. Let us not overlook the value 
that industry has come to place in medical 
education and the research and health care 
services that have come to be recognized as 
associated with it. Although there has as yet 
been little evidence that business people of 
mainly local experience have given much 
thought to the importance of health and med- 
ical care services and facilities, a number of 
persons connected with newly located in- 
dustrial plants in our section have taken the 
trouble to say that the existence of a modern 
medical center here was a factor taken into 
account. 

It would not only be an ideal health and 
medical program for a state of the proportions 
and type of South Carolina to place in practi- 
cal effect the state-wide hospital plan devised 
for it, it would be one of the smartest moves 
for the attraction of practical business inter- 
ests. 

Although it should be very profitable to re- 
view the activities, the accomplishments, the 
purposes, the hopes and the anxieties of the 
present-day medical school center, only a high 
point can be touched upon at a time like this 
occasion. Because the most crucial factor con- 
cerned is financial support, that high point 
may be used as the springboard for most any 
exploration, particularly at the present moment 
when money matters are at the most acute 
stage. 

Doubtless a like situation affects all medical 
schools, although for their tranquility and 
safety of purpose I hope not; it takes “money 
to make the mare go.” 

In South Carolina the financial resources of 
medical education are relatively the same as 
they always have been, in anxiety crisis. 
Despite the improvement in public reception 
of the advantages to be secured from capital 
investment in medical school facilities, which 
allowed the Medical College to acquire a 
reasonably adequate and up-to-date plant, 
there has been an aftermath of inertia that is 
extremely discouraging. It is as if the con- 
struction of a building were an end, instead 
of a means to an end, and an assumption that 


the benefits to accrue would automatically 
follow without further attention. 

Further, although almost any enterprise of 
progressive and expanding nature would 
ordinarily expect increasing cost of operation 
as well as further physical expansion as its 
success required and justified, it has ap- 
parently been expected that the annual budget 
of the Medical College would level off with 
the initial operation and remain thereafter 
static. The struggle to secure the money for 
physical facilities was terribly exhausting, but 
the continuous year round and year after year 
effort to secure the means for operation is de- 
vitalizing. Along with the full occupation of 
carrying on through one year must be carried 
the doubled duty of providing for the next. I 
doubt that any progressive business enterprise 
would for very long carry such a double bur- 
den on the shoulders of an organization de- 
signed only for the operational task; yet the 
Medical College would utterly collapse were 
not both jobs successfully done. 

It is not helpful to medicine of the present, 
with the tremendous advancements of very 
recent times, for people to be personally able 
to remember the comparatively simple prac- 
tices composing all that doctors had at hand 
or in mind only a short while ago. It is next 
to impossible for the administrative authority 
of a medical school to secure an understanding 
of the differences in the requirements and in 
the money involved in a present-day accept- 
able operation as contrasted with what many 
people recall as the accepted institution of but 
a few years back. 

What would have been the investment 
value of the average good medical school 
plant within the recollection of most of us 
here I would not now attempt to estimate; but 
it could not have been more than a small frac- 
tion of the $25,000,000.00 or more that has al- 
ready been spent or will have been spent in 
the next two or three years on the physical 
plants of the institutions and units assembled 
in the medical educational, research and ser- 
vice center in South Carolina. 

It is so recent that I can recall his tone of 
voice when I heard one of the leading authori- 
ties of medical education state that no medical 
school of less than $250,000.00 annual budget 


418 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


could hope to survive. From my own experi- 
ence and observation, I would say today that 
the medical school which cannot muster to its 
use or support an over-all operational budget 
or aggregation of separate budgets in an 
amount of around $7,000,000.00 or more an- 
nually will not long be able to maintain a pro- 
gram of approvable standard, and that is only 
counting on conditions as of the present date. 
That estimate, although made from actualities 
now in effect, incidentally is consistent with 
national estimates of the operational costs of 
modern hospitals as compared with capital 
investments in them. 

These figures, astronomical as they might 
have been considered a few years back, are 
not cited here to cause alarm; it is timely that 
we understand and face their significance. 
Since our budget propositions are published 
information, there is no secret in our presenta- 
tion to the General Assembly for 1957-58. In 
consideration of all of the controlling condi- 
tions and by comparison with similar institu- 
tions in our own neighborhood as well as 
country-wide, our figures are not out of line; 
rather they are modest and exhibit economical 
soundness. The Medical College budget is not 
“padded.” 

Lest the totals be misconstrued, the net cost 
to the State of the educational budget for next 
year should be about $1,000,000.00, counting 
tuition as revenue to the State, not left with 
the institution for operational use. Bearing in 
mind that this covers the schools of medicine, 
nursing and pharmacy as well as various 
technical and other special training programs, 
and that there are differences in accounting 


and reporting methods among the institutions, ° 


I find no approved medical school operating 
more economically. The range is from our re- 
sources, as about the minimum, up to around 
$4,400,000.00. 

The other major budget carried by the Col- 
lege is that of the new Medical College Hos- 
pital, estimated at a net cost to the State in its 
second year of operation of about $1,850,- 
000.00. Unfortunately we have not been able 
as yet to get the State financial authorities to 
see that patient care revenues should be left 
for management and use by the hospital, as 
we believe would not only be right but would 
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be good economy. 

It is also our conviction that the hospital 
and clinics, and other patient care areas, 
should be classified in a separate public service 
budget, as is done in a comparable situation 
at another of the State’s institutions of higher 
learning. Actually, if a minimal dollar value 
were placed on such public services by medi- 
cal schools, and a true cost-accounting method 
used, medical education would become a 
practically costless by-product. As now calcu- 
lated our cost per medical student per year is 
about the national average, around $3,000. 

In 1957-58 the Medical College will ad- 
minister budgets of over $4,000,000.00, of 
which it will secure about 30% from other 
sources than direct State appropriation, That 
is in the realm of big business; it is also good 
business. 

It appears timely that the medical profes- 
sion, perhaps through this Association, should 
renew activities in support of medical educa- 
tion to a similar decisive effect to that which 
it produced in 1945. We believe that the 
Medical College has fully justified that effort 
and that trust and that no objective in medi- 
cine is more important to the profession as 
well as the public than active promotion of its 
sponsorship before the government and the 
people. The few voices that have carried the 
message in the meantime have grown hoarse. 
If the Medical College shall continue and 
progress at the pace of the last ten years—that 
being the only acceptable prospect—it will 
require freshened encouragement and vigor- 
ous backing. For instance, until it shall be- 
come known and accepted that nowadays it 
takes a professional salary of $12,000 to $15,- 
000 to equal one of $3,000 to $4,000 thirty 
years ago, and that the number of such posi- 
tions has increased from two or three to per- 
haps a hundred, it will not be easy to meet 
mandatory requirements even of this day. 

‘As a vital adjunct to establishing a regular 
and dependable routine of support, may I take 
the liberty of urging the habit of giving, 
particularly through the American Medical 
Education Foundation. Dollars contributed 
through that channel will grow to almost 
double size, or possibly more, by the time they 
arrive at their destination. It would surprise 
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you to know what this extra bit means. 
Routinely in regular budgets there are crucial 
deficiencies that cannot be met except by such 
means as this. Industry has thrown a challenge 
at the medical profession; we cannot afford to 
not more than meet it. As another challenge, 
I feel at liberty to state, without calling names, 
that a certain group of the faculty has agreed 
among themselves to make such a contribu- 
tion to the institution in an annual amount of 
about $7,500.00. There are other anonymous 
staff members also making substantial con- 
tributions. It may also be said, again without 
giving names, that there are staff members who 
pay out of their pockets a good many thou- 


sands of dollars each year to eke out expenses 
for help and facilities they must have for their 
work. Otherwise the demands for State ap- 
propriations would be greater than they are. 
Doubtless all such people as compose faculties 
always will continue such traditional habits. 

While most of this discourse has unavoid- 
ably dealt with the dollar mark, I hope that 
it has carried a message and a plea beyond 
that crass symbol. Money can cure a lot of 
ills, but only by reason of what it provides. 
Without encouragement, no amount of dollars 
can produce satisfaction; with encouragement 
to accompany it, it is surprising how much 
farther a dollar will go. 


ASPECTS OF CONTROLLED 
RESPIRATION DURING 
GENERAL ANESTHESIA 


L. W. Fasran, M. D., M. Bourcrots-Gavarpin, M. D. anp C. R. STepHen, M. D. 
Durham, N. C. 


nadequate alveolar ventilation is an almost 
I invariable complication of general anes- 

thesia. A minor degree of inadequacy may 
or may not give rise to clinical manifestations 
momentarily, but when the possibility of its 
occurrence is ignored, respiratory acidosis may 
result and the effects become severe. Where 
anesthesia becomes deeper or when muscle 
relaxants are administered, the discrepancy 
between ventilated and nonventilated alveoli 
increases. Hypoxia and hypercapnia assume 
greater proportions and major upsets in acid- 
base balance may result. 

This known sequence of events has been a 
major factor in the development of manual 
and automatic (mechanical) methods for 
artificial ventilation. In providing a greater 
degree of stabilization in blood gas tensions, 
the incidence of vascuiar complications such 
as severe post-hypercapneic hypertension has 
diminished. 

The induction of apnea and artificial con- 


From the Division of Anesthesiology, Duke Univer- 
sity Hospital and School of Medicine. 


trol of respiratory pattern also has been found 
to provide a quieter operative field and to 
minimize anesthetic drug requirements. These 
results indicate the practical value of the 
technique in providing safer anesthesia for the 
patient and more pleasant working conditions 
for the surgeon. 

A number of important points concerning 
certain possible disadvantages in the use of 
this technique, however, must be emphasized. 
In order to clarify these comments regarding 
the use of controlled respiration, a brief re- 
view of the pertinent basic physiology seems 
desirable. These generalizations concerning 
external respiration should serve as_ basic 
criteria. 

Normal gas exchange depends upon three 
separate but highly integrated processes and 
demands that minimal work be required in 
maintaining their efficiency. 

The first of these processes is ventilation 
which includes both the volume and distribu- 
tion of inspired and expired air flowing to 
and from the alveoli each minute. 
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The second process is that of proper dif- 
fusion of oxygen and carbon dioxide. 

Third, the pulmonary capillary blood flow 
must be adequate in volume and distribution 
to all ventilated alveoli. 

Awareness of such requirements has en- 
couraged the careful evaluation and com- 
parison of manual and mechanical methods 
of artificial ventilation. 

Two separate types of manual control are 
recognized; the continuous and the _inter- 
mittent positive pressure methods. Although 
both consist of pressure applications from 
breathing bag to alveoli, the time interval of 
pressure phasing separates the extremely 
hazardous from the usually safe method. 

Maintenance of a continuous positive pres- 
sure greater than 20 to 30 cm. H.O throughout 
both phases of the respiration cycle may re- 
sult in disaster for certain patients. Where 
such pressures are not reached during the 
expiratory phase, and a sufficient time is 
allowed for full expiration with minimal re- 
sistance, little such danger exists in the normal 
individual. 

It is to be emphasized, however, that where 
hypovolemic shock or circulatory collapse on 
any etiologic basis exists in a patient, the 
slightest increase in airway pressures might 
prove disastrous. 

Reasons for such statements may be based 
on certain known effects produced by in- 
creased airway pressures of continuous nature. 
These include increases in residual air, de- 
creased cardiac output and lowered arterial 
pressure. Marked venous hypertension is a 
constant and significant finding. 

Development of an “educated hand” by the 
anesthesiologist does provide certain ad- 
vantages over mechanically controlled de- 
vices. Of these benefits the most important is 
the ability to evaluate muscle tone, chest wall 
resilience and the resulting index of anes- 
thetic depth. This factor alone has provided 
a basis for argument by certain adversaries 
of the mechanical technique and one can 
hardly invalidate the merits of this concept. 

Universal agreement on two or more un- 
desirable points concerning manual control of 
intermittent positive pressure is certain. These 
points involve the fatigue and the inefficiency 
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resulting from a long period of artificial ven- 
tilation. In addition, there is the almost im- 
possible supposition that even the hand 
adorned with Phi Beta Kappa keys is capable 
of supplying a known gas volume at known 
pressures with the unerring uniformity neces- 
sary to maintain homeostatic gas exchange. 

These factors and the realization that other 
duties required of the anesthesiologist, such 
as managing administration of blood and 
fluids, would allow rather extended periods 
of apnea, have promoted interest in many 
fields of medicine in the use of mechanical 
ventilators for providing controlled respira- 
tion during general anesthesia. 

One cannot appreciate these devices fully 
until his knowledge of manual control is well 
developed in theoretic as well as practical 
aspects. 

Since one is desirous of providing the best 
possible equilibrium of respiratory function, 
he can avail himself of several indices of the 
comparative efficiency provided by manual 
and mechanical ventilation. 

The arterial pressure, venous pressure, pulse 
rate, skin color and temperature, contour and 
motion of pupils and muscle tone serve as 
valuable guides in evaluating the ventilatory 
status regarding effective airway pressures 
and respiratory gas exchange as well as the 
depth of anesthesia. Arterial O., pH and 
pCO, levels are excellent indices. 

Regarding the type of anesthesia, such 
choice must be individualized but a combina- 
tion of NO and O: of 70 per cent to 30 per 
cent ratio supplemented by small doses of 
thiobarbiturates and continuous succinylcho- 
line drip usually will suffice. It should be 
stated that except for unusual circumstances, 
endotracheal anesthesia is preferred in order 
to decrease dead space and to prevent acute 
gastric dilatation which frequently results 
when only a mask is used. 

The initial process by which apnea is pro- 
duced may be that of either neuromuscular 
blockade or by combined lowering of CO, 
tension and inhibition of the Hering Breuer 
reflex mechanism or both. 

Upon production of apnea, the onset of 
manual control of ventilation should be im- 
mediate. Emphasis is placed on the short, fast 
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inspiratory phase and the longer expiratory 
phase. Once stabilization of the cardio- 
vascular and respiratory mechanisms has oc- 
curred, the change-over to mechanical control 
may be made. It is imperative that necessary 
adjustments of the respirator be made as 
swiftly and accurately as possible. 


It seems proper to describe in detail the use 
of only two of the number of ventilators avail- 
able at present since the older types are not 
as satisfactory from the physiologic viewpoint, 
and some of the newer ones are available only 
for investigation. The Jefferson ventilator and 
Stephenson controlled respiration unit have 
appeared to be the most popular units among 
anesthesiologists. Both have received clinical 
evaluation and have proven beneficial in the 
capacities for which they were designed. A 
number of differences exist between the two, 
but both have desirable features of gauge con- 
trol in regulating phasing, cycling and timing 
of positive and negative respirations. The 
Stephenson apparatus also provides control of 
quantitative tidal volumes. 


Either of these must be used in conjunction 
with a standard anesthetic machine and must 
be connected to a source of air or oxygen 
different from the cylinders of the gas 
machine. Pressure compensator flowmeters are 
also required for these units. 


To help establish a respiratory pattern, a 
means of manual inflation is provided on each 
unit in such a manner that an immediate 
change to automaticity is possible. This pro- 
vision also is a necessary feature of these units 
as a safeguard should mechanical failure 
occur. 


Generally for closed chest procedures the 
initial pressures will be set at plus 10 or minus 
10 or slightly altered from these levels. For 
open chest procedures pressures of plus 15, 
minus 5 or slight alterations will be satis- 
factory. These figures are given as examples 
only since the patient’s response is the true 
guide for the pressure variations to be made. 

- The value of having a negative pressure 
phase in such ventilating is well established 
since it enhances venous return to the heart 
and aids in overcoming resistances in the air- 
way which otherwise might constitute posi- 


tive expiratory pressures. (Doubtless the 
elimination of COz is more efficient. ) 


The use of these ventilators offers real aid 
to the anesthesiologist and relieves him for 
brief intervals to adjust blood or fluid in- 
fusions, check blood pressure and pulse and 
observe the other important signs of anes- 
thesia. In no way are these respirators to re- 
lieve the anesthesiologist of his patient re- 
sponsibility. Indeed, the utilization of such de- 
vices might tend to lull one into a sense of 
false security. Avoiding this pitfall is a most 
important factor in their use during anesthesia. 


Irrespective of the methods used during 
controlled respiration, the adequacy of ventila- 
tion is best reflected in studies of arterial blood 
gas tensions. Quantitative values of the blood 
pH, pCo, and Oz saturation provide the in- 
formation necessary for judging the efficiency 
of respiration and therefore the indices which 
we may use in ascertaining whether the con- 
trol pattern must be altered. 

The consensus of opinion at present seems 
to lie in preference of maintaining a mild 
respiratory alkalosis and of preventing any 
degree of respiratory acidosis which might 
ultimately precipitate a rapid shift of pH in 
the postanesthetic period. There are those who 
maintain the opposite opinion on the basis 
that spontaneous respiration is dependent to 
a great extent on the maintenance of a normal 
pCO. level. Therefore they feel that inter- 
ference with proper gas exchange may not be 
prolonged in the postanesthetic period as a 
result of the lowered pCO, occurring second- 
ary to hyperventilation. It is difficult at this 
time to state dogmatically which faction holds 
the correct concept. 


Summary 
The use of artificial ventilation (controlled 
respiration) during general anesthesia is a 
valuable aid in promoting the normality of 
gas exchange when such control is managed 
according to basic physiologic concepts. 


A discussion is presented concerning the ad- 
vantages and disadvantages to be considered 
in assuming the responsibility for respiratory 
control. 
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A comparison of manual and mechanical 
methods is made but emphasis is placed not 
on which is the better method, but the effi- 


ciency with which gas exchange and asso- 
ciated biochemical phenomena are kept at 
stable levels. 


INFLUENCE OF NITROFURAZONE 
ON POSTOPERATIVE HEALING 
OF ANORECTAL WOUNDS 


Leon Banov, Jr., M. D. CHarues M. D. 
Charleston, S. C. 


he history of medicine mentions in- 
Eh numerable substances used in an effort 
to facilitate healing of wounds. In re- 

cent years, the potential importance of early 
stages or subclinical types of bacterial wound 
infection is becoming recognized, and anti- 
microbial agents are used widely to improve 
wound healing. It is often difficult to evaluate 
the usefulness of these drugs, since all wounds 
differ in many respects. Surgical wounds are 
more suitable for a study of this type, because 
a series can easily be obtained of lesions com- 
parable in extent. The anorectal wound is 
particularly exposed to bacterial contamina- 
tion, and we have studied the influence of 
antimicrobial agents on postoperative healing 
of such lesions. The use of serial color photo- 
graphs, made under standardized conditions 
at varying intervals following the operation 
was the technic adopted. In a relatively small, 
but well controlled number of cases, such a 
study had been previously carried out with 
two peroral antibiotics. Our results indicated 
that neither erythromycin nor tetracycline per 
os are of demonstrable value as promoters of 
wound healing in the postoperative period.' 
Extending the above studies, we have re- 
cently completed a similar study with a topical 
antibacterial agent. This is nitrofurazone 
(Furacin, Eaton Laboratories), an anti- 
bacterial compound of the nitrofuran group. 
These drugs have lately been gaining increas- 
ing recognition in therapy.2 Furacin is used 
topically only. It is highly effective against 
*From the Department of Surgery, Medical College 


of South Carolina, and the Medical Center Hos- 
pitals. 
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the common bacterial flora of wounds? and 
there are many extensive clinical studies at- 
testing its effectiveness in various types of 
superficial lesions.4-® 

Material and Methods 


There were 118 patients in this study, all of 
whom had hemorrhoidal disease, anal fissure, 
or both of these conditions. The group in- 
cluded 18 patients receiving no antibacterial 
therapy, serving as controls. After admission, 
they had a complete medical history, physical 
examination, complete blood count and 
urinalysis. These data, the operative details, 
and the postoperative clinical course, were re- 
corded on special individual chart forms. 

All hemorrhoidectomies were done by an 
open modified ligature-excision technic. The 
anal fissures were operated upon using a 
modification of the method described by 
Gabriel. Immediately after surgery, color 
photographs were made of the wound, using 
an electronic flash camera provided with a 
fixed focus to standardize the distance. The 
relationships of space and size were thus made 
uniform with all the subsequent photographs, 
which were taken at weekly intervals by the 
same technic. At the end of this study, the 
case records and photographs of the treated 
group of patients were compared with those 
of the control group. 

The treated group consisted of 100 patients. 
These patients, their conditions and the sur- 
gical technic, were comparable to those of the 
control group. Immediately after operation, 
nitrofurazone was applied on the gauze band- 
age placed on the wound. The drug was then 
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applied daily by the authors during the four 
to five days postoperative hospital stay. 
Following discharge, the patient applied the 
nitrofurazone dressing daily until complete 
healing of the wound took place. This usually 
occurred within 10 to 28 days in hemor- 
rhoidectomies, while the fissurectomy wounds 
healed mostly in 28 to 40 days. The patients 
were pleased with the idea of taking an active 
part in promoting wound healing, and never 
objected to daily applications of the drug. 

In the immediate postoperative period, 
nitrofurazone 0.2 per cent in a special cream 
base seemed preferable to the “Soluble Dress- 
ing” because the latter tended to adhere to 
the wound, producing some pain and bleed- 
ing during the removal at the first change of 
dressing on the day after operation. However, 
when the new Bauer & Black Telfa bandage 
was used, Furacin Soluble Dressing was found 
quite suitable and there was no undesirable 
adherence to the wound. 

Results 

A careful comparison of the charts and color 
photographs of the two groups revealed some 
definite differences in a significant proportion 
of cases. Generally, nitrofurazone-treated 
wounds had a cleaner granulating surface, and 
very little serous exudate. The wounds of the 
control group were mostly paler and the sero- 
purulent exudate seemed more abundant. It 
also seemed that the treated wounds healed 
more rapidly. It is difficult to make a more 
positive statement on this aspect, because of 
the inevitable differences in any two surgical 
wounds, even when the same operator and 
technic are involved. Other individual factors, 
such as age and general condition of the pa- 
tient, may also play a role which is often 
difficult to assess. However, careful study of 
the color photographs and records of all cases 
confirmed the generally poorer rate of healing 
in the untreated group. 

An apparent skin sensitization to nitro- 
furazone was noted in only two patients. One 
was a case of anal fissure and non-specific 
peri-anal ulcer with a relatively longer healing 
period, and a consequently prolonged treat- 
ment. The wound was virtually healed, when 
one day a maculopapular eruption appeared 
overlying the area treated with nitrofurazone. 


This lesion promptly subsided when applica- 
tions of the dressing were discontinued, and 
there was no undue delay in healing. The 
second case, an anal fissurectomy wound, de- 
veloped a pruritic maculopapular lesion after 
25 days of using the nitrofurazone ointment. 
The condition cleared up after stopping the 
use of the drug. 

In the first few postoperative days, some pa- 
tients reported a mild stinging sensation, which 
appeared immediately upon application of the 
dressing and persisted for a few minutes. On 
the other hand, the expected postoperative 
pruritus which is so often associated with 
wound healing, was considerably diminished 
in many cases treated with nitrofurazone. 

Most gratifying was the high degree of pa- 
tient acceptability of nitrofurazone in_ its 
presently available form (Furacin Soluble 
Dressing). Its superiority over “messy” and 
greasy or oily substances drew spontaneous 
and favorable comments in several instances. 

Discussion 

Although 100 cases is a relatively small 
number, and the control group numbered only 
18 patients, these cases were so comparable 
as to make the results of definite significance. 
It is obvious that no drug can take the place 
of proper surgical technic and judgment, but 
provided these are of the high quality neces- 
sary, a preventive antibacterial topical medi- 
cation in the postoperative period seems to 
play a definite role enhancing healing. Anti- 
bacterial drugs which are never or rarely used 
systemically, are obviously preferable for topi- 
cal medication. Antibiotics are better reserved 
for systemic use, avoiding the risk of un- 
necessarily sensitizing the patient to these 
valuable drugs, and also minimizing the ac- 
cretion of  antibiotic-resistant pathogens. 
Another consideration is the frequency of al- 
lergic sensitization. Nitrofurazone may cause 
such in some cases, but statistical studies in- 
dicate that this occurs in less than 3 per cent 
of cases.2 These reactions seem more frequent 
in dermatologic rather than surgical cases. 
The rate of occurrence of such reactions may 
also vary somewhat depending on the technic 
of use. Reactions probably become more fre- 
quent when for any reason the drug must be 
entrusted to the patients for self-administra- 
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tion. In such cases, we consider it essential 
that the patient be carefully indoctrinated. 
For instance, we always instructed each pa- 
tient to apply the dressing so that the nitro- 
furazone comes in contact with the wound 
only, and not with the skin of the buttocks. 

There are many favorable comments in the 
medical literature on proctologic use of nitro- 
furazone for cryptitis,‘°,"' irradiation procti- 
tis‘? and on many types of operative 
wounds.'3-'6 The ability of nitrofurazone to 
accelerate healing of anorectal wounds has 
been reported previously in the medical litera- 
ture.'7,18.19 In a recently published study in 
plastic surgery, it was found that nitrofurazone 
was superior to an inert dressing in promoting 
healing of donor areas, and there was no 
sensitization in 50 patients.2° 
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MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Left Ventricular Hypertrophy 
Groom, M. D. 
Department of Medicine 


Case Record—Acute pulmonary edema was the 
presenting illness of a 51 year old merchant with a 
history of prolonged rheumatic disease with fever and 
epistaxis in childhood. His cardiac findings were 
those of aortic stenosis and insufficiency, namely: a 
loud systolic murmur and thrill, maximal at the aortic 
area where it virtually replaced the second heart 
sound, transmitted into the neck, head, back, and 
upper extremities, and a diastolic murmur of moderate 
intensity transmitted from the base of the heart down 
toward the apex. Blood pressure in both arms was 
about 150/40, and pulsation was visible in the retinal 
arterioles. On chest roentgeno,,am his marked 
cardiac enlargement was seen to involve primarily the 
left ventricular segment. The patient’s response to 
conventional measures of treatment was sufficient to 
enable him to subsequently resume his livelihood. 

During a routine re-examination, almost two years 
later the electrocardiogram illustrated here was re- 
corded. It was essentially unchanged from the pre- 
vious ones with the exception of slightly higher volt- 
age QRS deflections in all leads. 
Electrocardiogram—Standardization deflections are 
included on each strip of tracing to show that leads 
V-1 through V-4 were recorded at one-half the usual 
sensitivity as is often necessary when the complexes 
are inordinately large. A conventional sensitivity set- 
ting, in which one millivolt produces a 10 mm. de- 
flection of the baseline, is employed for all the other 
leads. Voltage of the QRS complexes is nevertheless 
conspicuously high throughout the electrocardiogram 
and their axis is shifted markedly toward the left. 
In lead I it is entirely an upright deflection while in 
lead III it is predominantly a downward one. Added 
together, the R wave in I plus the S wave in III 
total 45 mm. The “transition zone” also is displaced 
leftward—to around the V-5 position where the QRS 
configuration is midway between that recorded over 
the right ventricle (V-1 — V-2) and that of left 
ventricular leads (usually V-5 and V-6). QRS com- 
plexes are also wider than normal, measuring 0.11 
sec. duration. 

Appreciable S-T segment displacements are pres- 
ent in many leads. Principally they are depressed in 
those from the left ventricular surface and elevated 


in leads which “look into” the ventricular cavities 
from the right and above, in this case aVr, V-1 and 
V-2. T waves are in all instances opposite in direc- 
tion to the main deflections of their QRS complexes. 
The P-R interval measures 0.22 sec., indicative of 
some delay in A-V conduction, consistent with 
digitalis effect. 
Discussion—Electrocardiographic evidence of ven- 
tricular hypertrophy is necessarily indirect evidence. 
No single alteration in the heart’s electrical activity 
can be considered pathognomonic, and rarely a gross- 
ly enlarged heart will fail to show any of the 
characteristic alterations of hypertrophy. Yet this has 
long been one of the major fields of usefulness of the 
electrocardiogram. When viewed as a whole, and 
particularly in the light of the clinical findings, the 
ECG can often provide an early clue of hypertrophy 
—even before enlargement is demonstrable by x-ray. 
At one time much emphasis was placed upon the 
“axis deviation” as displayed in the standard limb 
leads. It may well be true that deviation of the QRS 
axis to the left is the most common single alteration 
produced by isolated left ventricular hypertrophy in 
adults. But many other factors affect the electrical 
axis, notably body build and individual pecularities 
of anatomic position of the heart. A horizontal or a 
vertical position tends to produce left or right axis 
deviation respectively in a completely normal heart. 
When both ventricles are hypertrophied in- 
creased potentials of one tend to balance out those 
of the other yielding little or no deviation. Right or 
left axis deviation therefore does not necessarily 
imply right or left ventricular hypertrophy, although 
it may provide a prominent clue. More reliable in- 
dications are generally found in the precordial leads 
which are recorded much closer to the heart surface. 
Increase in the voltage of ventricular complexes is 
a common manifestation of ventricular hypertrophy. 
A larger muscle mass tends to produce a greater 
electrical potential. One explanation for this suggests 
that as the individual muscle cells become larger their 
internal resistance decreases by virtue of their in- 
creased cross sectional area, and that it is the de- 
creased electrical resistance of a cell which is re- 
sponsible for the greater electromotive force it pro- 
duces. Another consideration entails the essentially 
opposite directions of the voltages generated in the 
two ventricles; if the normal disproportion in their 
sizes is changed the voltage arising in the hyper- 
trophied side becomes as a consequence relatively 
unopposed by that of the other side. The resultant 
increase in the height of the QRS deflections in 
standard leads I and III has been utilized as an in- 
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dication of left ventricular hypertrophy, that condi- 
tion being suspected when the sum of the R wave in 
I plus the S wave in III exceeds 25 mm. A com- 
parable criterion for the V leads is a total of 35 mm. 
or more for the R wave in V-5 or V-6 added to the 
S wave in V-1. When the heart is horizontal as it is 
in this case the left ventricular potentials are re- 
flected predominantly in aV1. Here an R wave higher 
than 13 mm. is generally considered suggestive of 
left ventricular hypertrophy, as is one measuring more 
than 20 mm. in aVf in the case of a vertically dis- 
posed heart. It should be noted that the voltage of 
deflections in the electrocardiogram is influenced also 
by factors other than hypertrophy, including hyper- 
thyroidism,.anemia, and perhaps fever. 


Novemsenr, 1957. 


Probably the most accurate single sign of increased 
thickness of a ventricular wall is the time interval 
required for the depolarization impulse to spread 
through it from the endocardial layer to the epi- 
cardial surface underlying the electrode. This 
“ventricular activation time” (V.A.T.) is longer over 
the thicker walled left ventricle than over the right. 
Thus the time interval between the onset of the QRS 
and the intrinsicoid deflection (abrupt downstroke 
beginning at the peak of the R wave) can be ex- 
pected to increase over the left ventricle as its outer 
wall becomes hypertrophied. In the absence of a 
bundle branch block, myocardial infarction, or some 
electrolyte abnormality such as hyperkalemia, an in- 
trinsicoid deflection beginning more than -0.05 sec. 
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following the onset of the QRS in a left ventricular 
lead is strongly suggestive of hypertrophy. In this 
case the interval measures 0.055 sec. in V-6, and in 
avl it exceeds 0.06 sec. Similarly the total duration 
of QRS complexes tends to be prolonged in hyper- 
trophy beyond the 0.10 sec. upper limit of normal 
to as much as 0.12 sec., though this measurement is 
often normal. 

S-T and T wave changes illustrated in this case 
are typical of advanced hypertrophy and might be 
considered as secondary changes. These are as yet 
poorly understood and have often been construed as 
indications of “ventricular strain”, a concept which 
perhaps has some clinical correlation and usefulness 
but which has not been universally accepted because 
of its mechanical rather than electrical implication. 
Whether such S-T segment displacements are due to 
a current of injury arising from ischemia or trauma 
or stretching of the subendocardial layers, or to some 
aberration of repolarization, they are frequently ob- 
served to regress or disappear with clinical improve- 
ment. Occasionally such regression is observed in 
serial tracings on patients undergoing treatment for 
hypertension; even T waves which were inverted in 
left ventricular leads (presumably due to reversal in 
the normal direction of repolarization) may become 
upright. 

Ischemia of subendocardial muscle tissue may in 
part account for attacks of congestive failure coming 
on abruptly in patients with advanced ventricular 
hypertrophy. Both the stenosis, with its resultant high 
intraventricular pressure during systole, and the in- 
sufficiency of the aortic valve in this patient are con- 
ducive to this. Hypertrophy itself leads to ischemia, 
the volume of a cell increasing out of proportion to 
its surface area, so that enlarging cells ultimately out- 
strip their blood supply. This is thought to constitute 
one of the major limiting factors in the process of 
ventricular hypertrophy. 


Primary Uterine Inertia— 

A Case Report 
LAawRENCE L. Hester, JRr., M. D. 
AND W. R. Grirrin, M. D. 
Department of Obstetrics and Gynecology 

A 24 year old colored female gravida 1, para 0 
whose last menstrual period was August 1, 1956 and 
expected date of confinement May 8, 1957, was ad- 
mitted to Roper Hospital at 10:20 A. M. May 24, 
1957 in active labor. 

She had been followed at the Out-patient Clinic 
since December, 1956 with an uncomplicated ante- 
partum course. Physical examination on admission to 
Roper Hospital was essentially negative with a blood 
pressure of 116/78. The fundus of the uterus was 
enlarged to 38 cm. above the symphysis pubis and 
uterine contractions of fair quality were occurring 
every 5 to 8 minutes. The fetus was in a vertex pre- 
sentation with fetal heart tones in the left lower ab- 
dominal quadrant, 140 per minute and regular. The 


estimated weight of the fetus was 7% pounds. Rectal 

examination showed the cervix to be 40 per cent 

effaced, 2 cm. dilated; the membranes were thought 
to be intact and the head unengaged. X-ray pelvi- 
metry indicated an adequate pelvis. 

Progress of labor: 

2:30 A. M. May 24, 1957—Labor began. 

2:30 A. M. May 24 to 12:15 A. M. May 25— 

Desultory labor with little progress. 

5:15 A. M. May 24—Sterile pelvic examination: 
cervix 70 per cent effaced—3 cm. dilated; 
membranes intact; unengaged head. 

12:15 A. M. to 6:30 A. M. May 25—Patient 
rested with %4 grain of morphine sulfate 
and given 1000 ml. 5 per cent dextrose in 
distilled water intravenously—no labor. 

6:30 A. M. to 2:30 P. M. May 25—Desultory 
labor. 

2:30 p. m. May 25—500 ml. 5 per cent dextrose 
in water with pitocin intravenously; fair 
labor with no progress. 

7:00 P. M. May 25, 1957 to 4:30 A. M. May 26, 
1957—No labor—patient rested with % 
grain of morphine sulfate and given 1000 
ml. dextrose in water intravenously. 

4:30 A. M. May 26 to 2:50 P. M. May 26— 
Desultory labor—no progress. 

2:50 P. M. to 4:30 P. M. May 26—Sterile pelvic 
examination done—cervix 4 to 5 cm. dilated 
and 70 per cent effaced—membranes sur- 
gically ruptured. Intravenous drip of pitocin 
containing 5 minims of pitocin in 500 ml. 
dextrose in water begun. Fair labor with 
uterine contractions occurring every 3 to 5 
minutes and lasting for 60 seconds. 

4:15 P. M. Fetal distress noted by drop in fetal 
heart rate to 80 per minute. 

7:00 P. M. May 26—Because of little progress 
after 64 hours of labor, beginning signs of 
fetal distress, and ruptured membranes of 5 
hours duration, a low cervical cesarean sec- 
tion under spinal anesthesia was done. A 7 
pound, 12 ounce male infant was delivered 
in good condition. The mother withstood 
the operative procedure well and the post- 
operative course was uncomplicated. 

Discussion: Uterine dysfunction or uterine inertia 
is a weakness of uterine action due to subnormal or 
abnormal uterine forces which are insufficient to over- 
come the natural resistance offered to the birth of the 
baby by the maternal soft parts and the bony birth 
canal. The most common cause of uterine inertia is 
the premature and injudicious administration of anal- 
gesic drugs and anesthesias. It is associated with over- 
distention of the uterus, emotional disturbances, 
debilitating conditions; but in many cases the cause 
of uterine inertia is unknown. 

A patient may be classified as having uterine 
inertia if the cervix shows no change over an eight 
hour period and the uterine wall is easily indentable 
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at the acme of each contraction. Any patient un- 
delivered after twelve hours of labor or so-called 
labor is a potential candidate for prolonged labor and 
should be re-evaluated. This re-evaluation should in- 
clude all or part of the following: 

(a) Establish a diagnosis of true or false labor. 

(b) Vaginal examination—may reveal everything 

is normal; however, one must guard constant- 
ly against misinterpretation of the findings. 

(c) X-ray pelvimetry. 

(d) Consultation. 

X-ray pelvimetry is a “must” in the work-up of a 
patient with desultory labor or uterine inertia. Con- 
sultation should be obtained and should be a hospital 
requirement prior to cesarean section or operative 
vaginal delivery. This rule or requirement is designed 
for the protection of the physician, as well as the 
patient and her unborn child. 

If after the above has been done, and it is 
ascertained that the patient is in true labor and there 
is no cephalo-pelvic disproportion, then the uterus 
must be stimulated. This is best done by using pitocin 
in an intravenous infusion with 5 minims to 500 ml. 


of 5 per cent dextrose in water. This should be be- 
gun at the rate of 12 drops per minute, the pitocin 
added to the drip, and the patient watched carefully 
for a tetanic uterine contraction, or fetal distress. If 
this does not effect delivery, rest may be in order, 
followed by the artificial rupture of the membranes, 
if all the criteria are met, and another course of intra- 
venous pitocin. 

There may be a failure of intravenous pitocin to 
effect spontaneous or low forceps delivery in ap- 
proximately 10 per cent of the cases. The treatment 
in these cases will depend upon the cervical dilatation, 
station of the head, and general estimation of cephalo- 
pelvic relationship. If the cervix is not fully dilated, 
then cesarean section will usually be the treatment of 
choice. 

SUMMARY: A case of uterine inertia is presented. 
An adequate evaluation of the passenger-pelvic re- 
lationship, prior to the stimulation of the uterus, is 
stressed. 
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Eastman, N. J., Williams Obstetrics, New York, 
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SPECIAL ARTICLE 


THE SIGNS AND SYMPTOMS 
OF COMMUNISM, U.S. A. 


Communism is the wickedest organized evil in the 
world today. To paraphrase Billy Graham, Com- 
munists are the soldiers of the prince of this world. 
In terms of religion, Communism is evil because it is 
professedly, militantly atheistic. In terms of phil- 
osophy, Communism is evil because it is a govern- 
mental system based upon the control of the in- 
dividual through naked force and terrorism applied 
by government. In terms of economics, it is evil be- 
cause it limits economic initiative to government 
officials in top positions, preventing the inventive 
genius of individuals finding scope. 

If the above claims are conceded, it is startling to 
find that the last three presidents of the United States 
including President Eisenhower have taken the matter 
of Communist subversion within the United States 
lightly. It is terrifying to find the Supreme Court of 
the United States protecting Communists, who by 
definition are dedicated to the forceful overthrow of 
all existing world organizations including governments, 
fraternal organizations, religions, the family, etc. and 
the replacement of the same by the world-wide Com- 
munist state. The Supreme Court’s procedure is so 
habitual that Representative Howard Smith of Vir- 
ginia stated in connection with the Supreme Court 
decision freeing those Communists convicted in Cali- 
fornia under the Smith Act that he was not surprised 
at the action of the Supreme Court, that he could not 
recall a case which the Communists had lost under 
the present Supreme Court. 
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If the situation is as presented, and the American 
people are both bewildered and apathetic, it may be 
that their state of mind results in part because they do 
not recognize the actions of Communism when they 
see them and because they refuse to distrust their 
prominent government officials. The remainder of this 
article will be devoted to citing recent events in- 
dicating the devious manner in which Communism 
works and yet the telltale signs by which it may be 
recognized by those whose eyes have been opened by 
eating of the fruit of the tree of the knowledge of good 
and evil. The attainment of this state implies accept- 
ance of the fact that all traitors are not dead, and the 
recognition of the probability that Benedict Arnold 
and Colonel Quisling could have defended their 
actions pretty well by modern standards on the grounds 
of “humanitarianism”, “the greatest good of the great- 
est number”, and “the prevention of needless blood- 
shed in a hopeless war”. 

When Whitaker Chambers left the Communist 
Party to resume his place as a patriotic American 
citizen, he stated that in his opinion he was leaving 
the winning side for the losing side, which action he 
took for the sake of his spiritual integrity. Dr. Bella 
Dodd, a former Communist, testified on June 12, 1956, 
on oath before the Senate Internal Security Com- 
mittee that the Communist Party was then gaining at 
an alarming rate in America. She stated that it was 
not gaining under the title of the Communist Party, 
but through having its operators working under many 
different titles and labels. She stated that people who 
were known to her as Party members or associates 
were rapidly mounting to important positions in policy 
making in government and in industry. 
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The world including the United States was shocked 
in the fall of 1956 by the ruthless Russian suppression 
of the anti-Communist revolt in Hungary. The United 
Nations protested against the Russian acts but did not 
expel Russia from membership nor did the United 
States even threaten to withdraw diplomatic recogni- 
tion from Russia and its satellites. Indeed, it has been 
asserted in certain quarters that the United States 
State Department went to great pains to prevent the 
Hungarian revolution from gaining momentum through 
participation by other Iron Curtain countries. The 
United Nations did appoint a committee to study the 
facts of the Hungarian revolution and suppression and 
it released its report on June 20, 1957. It was inter- 
esting to note that possibly a week before, one of the 
critics of the Administration had noted that the report 
was about to be released and that the Administration 
of the United States, in accordance with its customary 
protection of Communists throughout the world, would 
not press for immediate consideration of the report 
when submitted, but would seek to have it brought up 
in September. It was alleged that this action would 
give the Russians three more months in which to 
massacre such Hungarians as they chose before any 
formal action by the United Nations. Even Life maga- 
zine in its editorial in the June 24, 1957 issue com- 
mented that there was still time to help Hungary. It 
stated that some of our State Department spokesmen 
were asking feebly, “What can the U. N. really do?”, 
and it answered that the U. N. could do plenty and 
that one of the things which it should do was to re- 
convene the General Assembly at once to demand that 
the Soviet Union show cause why it should not be 
expelled and take other named appropriate actions. It 
is, therefore, sad to note that in the same newspaper 
report of the United Nations committee in the Green- 
ville, S$. C. Piedmont for June 20, 1957, appears the 
statement, “The Assembly must decide whether to 
meet and discuss the report now or wait until its 
twelfth regular session starting next September 17. 
The United States is understood to feel that the docu- 
ment is so important it should be taken up early in 
that session when many foreign ministers will be on 
hand. The U. S. delegation expects to call together 
the 24 countries that sponsored the January 10th 
resolution and propose that they make a recommenda- 
tion to this effect.” 

It may well be that the committee report deserves 
study. To the writer it appears highly debatable 
whether it requires three months’ study, letting the 
Russians enjoy immunity from prosecution and retalia- 
tion in the meantime, or whether the allegation that 
study is needed is not a carefully considered and dis- 
guised method to protect the Communists further. A 
391 page report, the sense of which is plain, would 
not ordinarily require intelligent persons to spend 
three months of their time for comprehension of it. 
Certainly every delay in positive action against the 
Russians is to the disadvantage of the Hungarians, and 
of the American people; yet it is our own government 


that is taking the initiative in securing the delay. 

Consider the matter of Red China. Probably most 
Americans consider the government of Red China to 
be the enemy of the people of the United States. 
Certainly Red China fought us in Korea and holds 
certain of our nationals prisoner at the present time. 
This government has never recognized the government 
of Red China. The government of Britain recognized 
the government of Red China some years ago. The 
position of the United States has been so far that we 
should for our national interests prohibit trade in 
strategic goods to Communist countries and their 
satellites. The Battle Act in addition provided that 
we use certain penalties against so-called friendly 
nations that dealt in strategic goods with Communist 
countries. It has been alleged that our present ad- 
ministration has flagrantly ignored the enforcement of 
the Battle Act. We are now witne sing the resumption 
of trade with Red China in strategic materials by the 
British government. It has been implied in the press 
that this is contrary to the wishes of our government. 
It is now being stated by reliable reporters such as 
Human Events that the matter of trade with Red 
China was discussed by Mr. Eisenhower and Prime 
Minister MacMillan in Bermuda this year. Human 
Events alleges, however, that the United States did 
not put pressure upon Prime Minister MacMillan not 
to trade with Red China; quite the contrary, pressure 
was put upon him by us to resume trade with Red 
China. When he does so our press plays up his un- 
American action. The President then comments at some 
length upon trade with Red China® stating that some 
people think we should not trade with the Com- 
munists, and some people think that we should, and 
that although such trade with Communist nations is 
illegal as far as the United States is concerned that 
there will undoubtedly be such trade. He states that 
as long as it is against the law for the United States 
to trade with Red China, of course the law will be 
enforced. In the meantime, with such half-hearted 
condemnation by the President of the United States, 
various individuals and organizations within the United 
States are pressing for the resumption of trade with 
Red China since everybody else is trading with Red 
China. The writer will wager that it will not be long 
before the government of the United States will sug- 
gest either that we recognize Red China, or that we 
admit Red China to the United Nations and then 
recognize Red China, or that we do both at once. 
This, of course, will be in the face of the congressional 
resolution adopted not long ago to the effect that Red 
China not be admitted to the United Nations. When 
all of these things happen, the a‘tute reader will 
realize that they did not just happen but that careful 
groundwork has been built up and that they happened 
in Mr. Roosevelt's happy phrase, “because we planned 
it that way”. 


Thomas Parker, M. D. 


*At his press conference on June 5, 1957. 
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PRESIDENT’S PAGE 


WHY BLUE SHIELD? 


The public’s changing concept of its health needs along with the limited pro- 
visions of the present Blue Shield contract has made necessary a retailoring of our 
present policies. The members of our Association have had a voice in these 
changes. Now let us review the facts that have brought us to the present situation. 


The primary purpose of Blue Shield is to protect the moderate income worker 
from major and unexpected medical fees. It was the intent of Blue Shield to furnish 
this protection for a premium that the individual with a limited income could meet 
without undue hardship. 


Blue Shield was instituted during an era when the limited income group was 
clamoring for protection so loudly that it seemed the government might have to 
take steps to satisfy the demand. 


It is true that commercial insurance companies are rendering a definite ser- 
vice in the way of prepaid medical attention, but such companies are interested in 
large industries or in insurance of individual families at larger premium scales. 


Blue Shield is the doctor’s plan to offer fully-paid or “Service” protection to 
a segment of the population so that they may be cared for without loss of self-re- 
spect. Such a contract is not usually commercially available to this group at a 
reasonable premium. 


The medical profession benefits doubly, first by caring for the public; and 
second, by receiving a reasonable fee which it might not get in any other way. 


It is not enough to passively support Blue Shield. We must enthusiastically 
recommend it to the group for which it was designed. We must protect our Blue 
Shield from abuse and misuse, for it is our own plan, designed to meet a definite 
need. 


D. Lesesne Smith, President 
South Carolina Medical Association. 
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| Editorials 


WOMEN AND CHILDREN FIRST? 


This is an old principle of procedure in ship- 
wreck which apparently does not now apply 
in avoidance of disease. Recent emphasis on 
the importance of the use of Asiatic influenza 
vaccine has made the public aware of the cur- 
rent scarcity of the necessary materials for 
carrying out a large scale program on com- 
munity immunization. The demand for in- 
dividual vaccination appears to be as great in 
proportion as the supply is short. Therefore 
everyone concerned is rather acutely conscious 
of the way in which the available vaccine is 
distributed. 


The public concedes the wisdom of the 
arrangement whereby the armed forces are 
given first chance to secure protection against 
the threat of the disease. Its basic interest in 
this provision is logical. It also concedes the 
desirability of priority of protection for the key 
figures in maintenance of community activity 
—medical personnel, firemen, policemen and 
so on. Beyond that, every man is for himself 
and his family. 

How then can he understand that a certain 
large non-medical state institution has been 
favored with an ample supply of vaccine when 
his own family is lacking, especially since the 
allotment of vaccine is not from the amount set 
aside for military use, but comes from the 
limited civilian supply? How can he under- 
stand that such an apparent surplus exists that 
not only the students but the faculty and their 
families and employees and their families can 
be included in the vaccination program, while 
other groups far more important, such as the 
personnel of the hospitals, are still unable to 
obtain a sufficient amount of the vaccine? It 


scarcely seems realistic to hope that the exten- _ 


sion of the vaccine bounty can produce a state 
of protection sufficiently strong to withstand a 
siege of infection, and the overflow of bene- 
ficence represents very well a little of the 
method of socialized medicine. 


Perhaps in a state of epidemic the favored 


and protected few may take care of the second 
rate and susceptible many. 


MEDICAL COLLEGE AND STATE 
ASSOCIATION RELATIONSHIP 


At the last meeting of the South Carolina 
Medical Association the House of Delegates 
overwhelmingly defeated a motion intended 
to establish an official connection between the 
South Carolina Medical Association and the 
Medical College of South Carolina. Ap- 
parently, the motion took many of the dele- 
gates by surprise, and some feared that its 
passage would place unnecessary and possibly 
hampering restrictions upon the Medical Col- 
lege. To the contrary, the resolution was care- 
fully worded to limit the province of the pro- 
posed committee to professional and economic 
matters pertaining to the practice of medicine, 
a field of mutual interest. Educational and re- 
search matters were carefully omitted as being 
fields belonging peculiarly to the Medical Col- 
lege and in a general sense not considered 
within the scope of activities of the State Medi- 
cal Association. 

While the South Carolina Medical Associa- 
tion and the Medical College have their main 
interests in common, there are grounds in 
which differences could arise. The Medical 
College Hospital derives financial support 
directly from an appropriation by the Legisla- 
ture and indirectly from state supported 
agencies. Thus it is not subject to the same 
economic restrictions as other institutions. The 
Medical College as a unit and through its in- 
dividual faculty members is increasingly enter- 
ing into the practice of medicine at the various 
economic levels. This is necessitated by the 
steadily diminishing number of indigent pa- 
tients available for teaching purposes, the 
great increase in health insurance and state 
supported agency cases, and the change in 
teaching methods requiring a greater number 
as well as a greater variety of cases. These 
needs of the Medical College must be recog- 
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nized by the practicing profession. At the 
same time the Medical College should guard 
against abusing its privileges. Differences of 
a professional and institutional nature must be 
avoided. Where medical colleges have not 
had an official connection with their state 
association, difficulties have arisen, often of 
a serious nature. Satisfactory working rela- 
tions must be maintained between the Medi- 
cal College and the medical profession at 
large. This can be best effected through a 
properly constituted committee of the South 
Carolina Medical Association. An important 
function of such a committee should be to 
advise the State Association as to how it could 
best use its support for the development of the 
Medical College. It should also advise the 
Medical College how it could best serve the 
needs and interests of the practicing profes- 
sion. The very fact that such a committee is 
functioning would place the Medical College 
in a favorable light as regards working with 
the practicing profession, and it would also 
serve as a protection against undue criticism. 
The importance of such a committee could not 
be overestimated. 

In spite of the recent action of the House 
of Delegates the matter should not be con- 
sidered as closed. The members of the State 
Association in general and the delegates in 
particular should be giving thought to it. It is 
encouraging to note that a special committee is 
being appointed to study the subject. It would 
be well if some action could be taken at the 
next annual meeting. 

Wm. H. Prioleau 


THE SOUTHERN MEDICAL 
ASSOCIATION 

Within the recollection of the writer, it was 
customary for the doctors of South Carolina 
to take an active and prominent part in the 
affairs of the Southern Medical Association. 
For reasons not clear at the moment, there 
seems to have been a decrease in interest and 
a decline in attendance at the meetings of this 
very fine and active association. An appeal 
made a short time ago for funds to help with 
the erection of a permanent office building for 
the association has met with very small re- 
sponse in our state, and it must be assumed 
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that this lack of response represents a lack of 
genuine interest in the affairs of the associa- 
tion. 

As one glances over the list of members on 
important committees and members active in 
the various sections of the association, he is 
hard put to find a South Carolinian. As it is 
obvious that members achieve such positions 
by faithful attendance and wide acquaintance 
in any organization, it would seem that our 
contribution in attendance as well as in funds 
has been quite small. A letter printed else- 
where in this Journal voices the concern of 
the Councilor for South Carolina, and certain- 
ly his concern would seem to be justified. Let 
us hope that South Carolinians can be stimu- 
lated to more active participation in the affairs 
of an association which should be as close to 
their hearts as to their homes. 


PUT THAT SHOTGUN DOWN 
“Shotgun” therapy, long discountenanced 
in many medical circles, is back again in the 
form of the multiple anti-microbials. Com- 
binations of two or three kinds of these com- 
pounds are being advocated by many, 
especially by the salesmen. That this ap- 
proach is undesirable is claimed by a number 
of investigators who have more scientific basis 
for their position. 
In particular, warnings are being offered 
against the use of such combinations as tetra- 
cycline, oleandomycin, and spiramycin. It is 
felt that the latter two are inferior to erythro- 
mycin, and tend to develop resistance to them- 
selves and to the more potent erythromycin. 
Careful observations support this attitude. 
It would seem more desirable to stick to one 
agent whose activity against certain specific 
infections is established. Synergistic action is 
not proven, and undesirable complications 
may follow an unnecessary attempt at re- 
inforcement. Combinations represent a back- 
ward rather than a forward step, and the pro- 
fession should require sound evidence before 
accepting any of the current apparently un- 
warranted claims. 


THE PHYSICIAN AND ACCIDENT 
PREVENTION 
From time immemorial, physicians have 


483 


\ 
q 


been impelled by distress around them to seek 
ways and means to prevent useless suffering 
and unnecessary death. Like the Good Samari- 
tan, we heed the call of those stricken by the 
wayside. More than any other group in the 
community, we know the hazards of modern 
living. From plumbing the depths of disease 
and injury, we develop a finer appreciation of 
the virtues of sane protective and preventive 
health practices. 

In recent years, accidental injuries have 
claimed more and more of our attention. Acci- 
dents now rank as the fourth leading cause of 
death (after heart disease, cancer, and CNS 
vascular lesions ) and account for about 7 per- 
cent of all deaths in South Carolina. For the 
age groups from one through 34 years of age, 
however, accidents rank as the leading cause 
of death. Of 829 South Carolinians between 
the ages of 5 and 25 who died in 1954, 44% 
were killed accidentally. 

While figures demonstrating the relative 
importance of accidents as a cause of death in 
the childhood and young adult years are 
certainly dramatic, they obscure the fact that 
death rates from accidents are actually highest 
in infants and persons over 55. The seeming 
contradiction is explained by the heavy hand 
death from other causes lays on these two less- 
resistant groups. 

We may conclude, then, that, in preventive 
counseling for children ahd young adults, 
accidents should be foremost in mind, yet pre- 
ventive guidance for our infants and older 
adults is likely to be somewhat more pro- 
ductive in reducing the horrible sequelae of 
accidents. 

If each South Carolina physician could bring 
about the prevention of one more accidental 
death a year, accidents would be just about 
eliminated as a cause of death. No one can 
estimate how many accidental injuries we are 
already forestalling. We know, however, that 
in 1903 the accidental death rate was about 
90 per 100,000 population and it has dropped 
steadily over the years, In 1955 it reached 55 
per 100,000 for the United States. 

We know that accidents aren’t really acci- 
dental. As we study each accident that occurs, 
we realize that nearly all could have been 
prevented by human action before its occur- 


rence. We know the human traits associated 
with accidents: ignorance, procrastination, 
imprudence, apathy. In these terms, we evalu- 
ate the physical, environmental, and psycho- 
logical status of the families who come to us 
for medical guidance. Based on our findings, 
we give anticipatory instruction and suggest 
corrective measures. We participate in com- 
munity safety programs, establish poison in- 
formation centers, and promote safety legisla- 
tion. 

Still we are faced with the challenge to in- 
tensify our efforts. We are concerned when 
reports are published like the 1955 survey 
which indicated that in only 60 percent of 
American households are medicines routinely 
stored safely. 

The fight to reduce the accident toll is by no 
means ours alone. Nevertheless, the knowl- 
edge, awareness, and preventive efforts of phy- 
sicians are of vital importance in the progress 
being achieved. 

Leon Banov 


A special committee to study liaison be- 
tween the state Medical Association and The 
Medical College has been appointed. Its aims 
are 

1. To study methods of communications 
between the South Carolina Medical 
Association and the Medical College. 

2. To make recommendations to the South 
Carolina Medical Association as _ to 
whether a liaison committee is feasible 
or desirable and the type and member- 
ship of such a committee. 

Members of the Committee are: 

Dr. Frank C, Owens, Chairman 

Columbia, S. C. 

Dr. Henry Robertson 


Charleston 

Dr. W. W. Edwards 
Greenville 

Dr. Howard Stokes 
Florence 

Dr. Abner B. Preacher 
Allendale 

Dr. James A. McQuown 
Greenwood 

Dr. John M. Brewer 
Kershaw 
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Dr. C. R. F. Baker 
Sumter 

Dr. Charles Hanna 
Spartanburg 


MINUTES OF COUNCIL 
COLUMBIA, §&. C., SEPT. 25, 1957 


A special meeting of the Council was held at the 
Wade Hampton Hotel, Columbia, S$. C. on September 
25, 1957. The meeting was called to order at 2:15 
p. m. by the Chairman, Dr. J. P. Cain. Members pres- 
ent were Drs. D. L. Smith, Crawford, Stokes, Eaddy, 
Wilson, Waring, Weston, Johnson and all Council- 
ors. Mr. M. L. Meadors, Executive Secretary, was also 
present as were Messrs. Sandow, Starin and Dick of 
the Staff of the South Carolina Medical Care Plan. 

The minutes of the meetings of April 30th, May 1, 
and May 2, 1957 were approved as published. The 
President, Dr. D. L. Smith, announced that Major 
General Walter Heaton would be the banquet speaker 
for the Annual Meeting in May 1958. He reported on 
the work of several committees of the Association and 
announced that a Committee had been appointed to 
study liaison between the South Carolina Medical 
Association and the Medical College of South Caro- 
lina. Dr. Smith further reported that a meeting for 
county medical society officers was planned for Janu- 
ary 1958. 

Dr. Smith brought up the question as to whether 
any ethical violation was involved in the practice of 
holding an open house or other entertainment at the 
dedication of a clinic building. A motion was made 
to the effect that Council ask the local county medical 
societies to consider such matters and refer them to 
their local committees. 


A letter was read regarding the Aiken County Medi- 
cal Society and its activity in the affairs of the Second 
District and the State Medical Association; this was 
the result of an inquiry by a committee consisting of 
Drs. D. L. Smith, A. F. Burnside and William Weston, 
Jr. and no recommendations were made. 

Dr. Wyatt reported on the work of the Committee 
on Civilian Defense which had been recently pub- 
lished in the Journal and suggested that a representa- 
tive be sent to a conference to be held later in the 
fall. 

Dr. Waring made some remarks on the status of 
the Journal and decried the lack of scientific material. 

Dr. Cain spoke on the distribution of the Asiatic 
Influenza Vaccine in the state and it was the opinion 
of Council that the Delegates be asked to consider 
the AMA policy regarding publicity in this and in 
other regards. 

Dr. J. P. Cain made a report regarding the status of 
the Blue Shield plan, and noted that the Council had 
been asked to reconsider some matters this fall. Dr. 
G. D. Johnson, President of the S. C. Medical Service 
Plan, gave his report and made some recommendations 
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which were to be considered. A general discussion 
followed and after which Dr. J. P. Cain made a 
statesmanlike summary of the situation. Messrs. 
Sandow, Dick and Starin answered a number of ques- 
tions and each member of Council expressed his 
opinion as to what might be done. Dr. Bozard sug- 
gested that the present contract be left as is with in- 
creased surgical benefits. It was Dr. Crawford's 
opinion that the premium rates be raised and surgical 
fees be likewise raised. Dr. Fleming suggested the 
policy of laissez faire, and Dr. Wilson thought that 
the basic policy be made for surgical and obstetrical 
procedures and other services added on a rider basis 
with increased premium rates for these additional 
benefits. 

Dr. Wyatt moved that each Councilor take the 
decisions of Council made today to his local societies 
and obtain their reactions for a later meeting of Coun- 
cil. This motion was passed. 

Dr. Burnside moved that Council advise the Blue 
Shield Plan to continue in operation. This motion was 
passed. 

Dr. Johnson moved that Council recommend that 
both the $4000 and $6000 service benefit contracts be 
offered, with the understanding that the higher service 
contract be submitted to the medical profession of 
the state at large before final adoption of its fee 
schedule. This motion was passed. 

Dr. Fleming moved that certain proposals of Dr. 
Johnson be recommended: That the face of the policy 
include in writing the major provisions; that a higher 
scale of professional fees be allowed for patients using 
private rooms; that extra appliances and medications 
were to be paid additionally and directly by the pa- 
tients; and, that an additional fee be allowed when 


additional insurance is in force. A motion to this : 

effect was passed. 
Dr. Gressette moved the adoption of the following 

suggestions by Dr. Cain: r 


1. That each Councilor be instructed to report to 
his local county medical societies and to present in 
detail the present financial status of the Blue Shield 
Plan. 

2. That either, 


a. The present contract with present fee sched- 
ules remain in effect, or 
b. If it was the general opinion of the profession 
at large in their respective county societies 
that the present contract was not suitable 
either 
(1) That Council retain’ the present contract 
covering surgery and obstetrics only, 
with a relative value scale and a co- 
efficient of 2%, no surgical procedure 
to be less in value than 2 units, or 
That fees for anesthetic service, medical 
coverage, diagnostic x-ray and pathologic 
services be added on a basis of riders 
with additional premiums for these bene- 
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fits, all of these latter to be on a non- 
service basis. 
This motion was likewise passed. 

The following recommendations of the Board of 
Blue Shield, presented by Dr. G. D. Johnson, were 
then adopted: 

1. To make optional the use of income certification 
on the report for services rendered. 

2. To remove the clause requiring the participating 
physician to have malpractice insurance. 

3. To pay in full to the member who uses the ser- 
vices of a non-participating physician. 

The Secretary then read a letter of appreciation 
from the President of the local chapter of the Student 
AMA, thanking Council for its appropriation to enable 
them to send a delegate to the next annual meeting. 
A letter was likewise read from Dr. Frank Owens, 
Chairman of the Medical Advisory Committee to 
Selective Service, suggesting that this committee be 
disbanded except on call. 

The Secretary then read a letter from Dr. S. M. 
Witherspoon, Secretary of the Marion County Medical 
Society, announcing that at a meeting of this Society 
on May 15, 1957 it was moved and unanimously 
passed that in the opinion of the Marion County Medi- 
cal Society there had been no breach of medical 
ethics on the part of Dr. Elliott Finger and that he 
was still a member in good standing of the Marion 
County Medical Society. 

The Secretary then suggested that a certificate for 
former officers of the Association be made and pre- 
sented to them by Council, and showed some samples 
of such a certificate. Action on this matter was defer- 
red until the next meeting of Council. 

There was some discussion regarding the enforce- 
ment of the law regarding the practice of naturo- 
paths and several Councilors noted that some naturo- 
paths were actively engaged in medical practice in 
their counties. The Executive Secretary said that this 
matter would be handled through the office of the 
Attorney General or perhaps of the Governor of the 
state. 

Dr. Wyatt announced that he had attended a 
meeting of the State Board of Medical Examiners and 
noted certain action taken regarding the temporary 
licensure of interns and of residents. He thought that 
it would be a good plan for a member of Council to 
attend meetings of the State Board, should they de- 
sire, and it was the opinion of Council that the 
initiative should come from the Chairman of the 
State Board of Medical Examiners; should they re- 
quest a Councilor to attend these meetings this would 
be done. 

The Chairman of Council announced that he had 
appointed a committee to bring resolutions to Council 
on the death of Dr. Hiram Morgan, a recent member; 
this committee was to consist of Drs. Johnson, D. L. 
Smith and Scurry. 

Dr. Waring noted that Mr. Francis Taylor the 
publicity representative of the Association had not 


had a great deal to do and suggested that his further 
remuneration be made on a part-time basis, as fees 
for services rendered. Dr. Waring thought that Mr. 
Taylor's expenses at the annual meeting plus $200.00 
would be much less than the present arrangement and 
it was moved that the present arrangement be dis- 
continued with Mr. Taylor as a regular employee, but 
that he be asked to continue work on a piece-work 
basis with fees for services rendered. This motion 
was passed. 

It was announced by the Chairman that each Coun- 
cilor was expected to find out the sentiment of the 
profession in his own District regarding the proposed 
changes in the Blue Shield Plan and that Council 
would reconvene at 3 p. m. on the afternoon of 
Wednesday, October 16th for final recommendations 
and suggestions in this regard. The meeting was then 
adjourned at 6:30 p. m. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 


HIRAM B. MORGAN 


A Resolution Passed By Council—October 16, 
1957 


Whereas, Hiram B. Morgan, a former mem- 
ber of the Council of the South Carolina Medi- 
cal Association has passed to his heavenly 
reward, and 


Whereas, he served his district as councilor 
well for several years, and 

Whereas, he was beloved and respected alike 
by laymen and physicians, and 

Whereas, his passing leaves a void in the 
hearts of all who knew him, and 

Whereas, the Council wishes to express its 
sadness at his loss especially to his wife, Georgia 
Marie Morgan, his son Patrick; and another son, 
Hiram, Jr., a medical student at the Medical 
College of South Carolina. 

Now, therefore, be it resolved that this resolu- 


tion be spread over the minutes of this meeting 
of Council and a copy sent to his family. 


Respectfully, 

C. J. Scurry 

Lesesne Smith 

George D. Johnson, Chairman 


CORRESPONDENCE 


To the Editor: 
I am a little concerned over the lack of interest in 
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our South Carolina physicians in the building program 
of the Southern Medical Association. Only 14 men 
have contributed anything to our new home. I do 
not fear financial difficulties, but I should greatly 
appreciate some tangible evidence of interest from 
many of our South Carolina members, be the gift ever 
so small. Would you be willing to help me out in the 
Journal in some way with an editorial or some sort 
of article or letter. 

The Southern is a live and growing organization. I 
know of nothing that takes its place or will take it. 
It is a great bastion of a way of life, and I feel sure 
that the physicians in South Carolina wish to support 
it. Gifts may be sent to me as councilor from South 
Carolina or to Mr. C. P. Loranz, Empire Building, 
Birmingham, and are of course deductible. 


Sincerely yours, 
J. W. Jervey, Jr., M. D. 


NEWS 


Dr. E. F. Parker, Charleston, has contributed a 
chapter on Pulmonary Hemorrhage to the book on 
Bronchopulmonary Diseases, by E. A. Naclerio 
(1957). 


A large crowd attended the unveiling on October 3 
of a bronze plaque bearing the name of Dr. James 
Edward Scott, Jr., for whom the McClellanville 
county clinic building has been named. 

Speakers for the occasion were Dr. Leon Banov, of 
the Charleston County Health Department, J. Howard 
Sears, manager of Charleston County, and Mr. J. 
Mitchell Graham, chairman of County Council. 
Following their talks, the plaque was unveiled by 
James E. Scott, III, eldest son of Dr. Scott. 

Dr. Scott, McClellanville’s only practicing physician, 
lost his life in an automobile accident last February 7. 


Kenneth J. Boniface, M. D. announces the opening 
of an office for the practice of anesthesiology at 148 
Rutledge Avenue, Charleston. 


North Carolina and South Carolina eye, ear, nose 
and throat specialists, meeting at Hendersonville, 
N. C. in a post-graduate convention, elected new 
officers. 

Named officers of the South Carolina Society of 
Ophthalmology and Otolaryngology: 

Dr. James Timmons of Columbia, president; Dr. 
F. R. Price of Charleston, president-elect; Dr. J. H. 
Stokes of Florence, vice president; and Dr. Roderick 
Macdonald of Rock Hill, secretary-treasurer. 


Dr. J. F. Kneece of Blackville was named as chief 


of staff of the Barnwell County Hospital Medical 
Staff at a recent meeting of the group. He succeeds 
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Dr. Wallis Cone of Williston in that capacity. 
Dr. L. M. Mace of Barnwell was named chief of 
surgery, in place of Dr. L. W. Anderson of Williston. 


Dr. Joe Henry King of Manning was elected presi- 
dent of the Seventh District Medical Association for 
1957-58 at the annual meeting of the group. 

Dr. Harry A. Davis, Jr., outgoing president presided 
at the meeting which was largely attended from 
Clarendon, Georgetown, Lee, Williamsburg, and Sum- 
ter County. : 

Dr. Norman Eaddy, vice president of the South 
Carolina Medical Association extended greetings to 
the group on behalf of Dr. G. Lesesne Smith, presi- 
dent, of Spartanburg, who was unable to be present. 

Dr. William M. Bryan, Jr., spoke on “Errors in Ob- 
stetrical Judgment.” Dr. E. C. Kinder, also of Colum- 
bia, gave a paper on “Discussion of Endometriosis”. 
Dr. Prescott Spigner, Jr. of Charleston, spoke on 
“Fractures in Children,” and Dr. Charles J. Lemmon, 
Jr. of Columbia, was heard on the subject “Head In- 
juries.” 


Patricia A. Carter, M. D. announces the removal of 
her offices to 224 Calhoun Street, Charleston, S. C. 
Practice limited to Gynecology and Obstetrics. 


At the annual business meeting of the State Board 
of Medical Examiners the following officers were 
elected for the coming year: 

Chairman—Dr. George Wilkinson, Greenville, S. C. 

Vice-Chairman—Dr. W. Tuten, Fairfax, S. C. 

Sec.-Treas.—Dr. H. E. Jervey, Jr., Columbia, S. C. 

Exec. Sec.—Mr. N. B. Heyward, Jr., Columbia, 
§. C. 


The Permanent Committee of Examination Institute 
of the Federation of the State Medical Licensing 
Boards of the U. S. has invited Dr. John Cuttino to 
serve as Chairman of the Institute on Bacteriology. 
This Institute will be held in conjunction with the 
Annual Congress on Medical Education and Licensure 
in Chicago, Ill. in February 1958. State Board Mem- 
bers from approximately twenty different states who 
examine in the subject of Bacteriology will be invited 
to participate in the Institute. Its purpose is to obtain 
a degree of equivalency in the examination of the 
various states, to adjust the questions to the ever 
changing requirements of modern medical education 
and to determine what information the candidate 
should have and the best type of questions by which 
to determine this information. 

Dr. Harold Jervey the secretary of the South 
Carolina Board is one of the five-man Permanent 
Committee and it is his feeling that this is one of the 
most progressive moves which has been made in the 
field of Medical Licensure in the past decade. Dr. 
Walter L. Bierring, Secretary-Treasurer of the Federa- 
tion for many years, has been advocating the concept 
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of fitness testing in the licensing examinations as 
opposed to knowledge testing and it is felt through 
the medium of the Institute that the means to derive 
this type of examination will be determined and 
utilized by all State Boards throughout the country. 


Dr. Kenneth Merrill Lynch, president of the Medi- 
cal College of South Carolina in Charleston, has been 
appointed to the National Advisory Neurological Dis- 
eases and Blindness Council for a four-year term. His 
appointment was announced today by Surgeon-Gen- 
eral Leroy E. Burney of the Public Health Service, 
U. S. Department of Health, Education, and Welfare. 

The 12-member Council serves in an advisory 
capacity to the Surgeon General and the National In- 
stitute of Neurological Diseases and Blindness in the 
awarding of grants to medical schools, universities, 
hospitals and other non-profit institutions for the con- 
duct of research or training in the field of neurological 
and sensory disorders. 

A pathologist, Dr. Lynch is a distinguished research 
scientist as well as medical administrator. He took his 
medical degree from the University of Texas (1910) 
and was awarded the honorary degree of Doctor of 
Laws from the University of South Carolina as well 
as the College of Charleston. He has also been 
awarded the honorary Doctor of Science degree by 
Clemson College and has been the recipient of both 
the Gold Medal for research of the American Medical 
Association and the Research Medal of the Southern 
Medical Association. 

From 1911 through 1913, Dr. Lynch served as both 
an instructor in pathology at the University of Penn- 
sylvania and as resident pathologist at the Philadelphia 
General Hospital. He joined the faculty of the Medical 
College of South Carolina in 1913 as professor of 
pathology and, in the same year, became pathologist 
at the Roper Hospital in Charleston. 

He was named vice dean of the Medical College 
in 1936, dean in 1944 and president in 1949. 

Dr. Lynch has acted as consulting pathologist for 
the Veterans Administration and has served on the 
editorial boards of the American Journal of Tropical 
Medicine and Hygiene, the American Journal of 
Clinical Pathology and the American Journal of 
Digestive Diseases. 

He has numerous scientific articles and several 
books to his credit. Among the latter are his Proto- 
zoan Parasitism of the Alimentary Tract and various 
manuals on pathology. 

Dr. Lynch has held a number of national offices in 
the medical field. He has been secretary of the Pan- 
American Medical Congress; president of the Ameri- 
can Society of Clinical Pathologists and of the Ameri- 
can Society of Tropical Medicine and Hygiene; and 
vice-president of the American Medical Association. 

Among his specific areas of research interest are 
human protozoology, experimental cancer, and in- 
dustrial dust diseases. 

The National Institute of Neurological Diseases and 


Blindness, with which Dr. Lynch will be directly con- 
cerned in his advisory capacity, is one of seven na- 
tional research institutes which make up the National 
Institutes of Health. The latter is the research branch 
of the Public Health Service. 


CALIFORNIA VA BEDS 

The June 1957 California Legionnaire takes note of 
a May directive from the VA to all VA hospitals to 
the effect that “they will have to curtail the expendi- 
ture of funds for inpatient care between now (May 
10) and June 30, 1957.” Many hospital managers, 
says the Legionnaire, will be forced to reduce their 
patient load, food costs, medical supplies, or person- 
nel. 

“We have continuously pointed out to our Cali- 
fornia Congressional Delegation and Veterans Ad- 
ministration officials,” says the publication, “the need 
for additional hospital beds for veterans in California. 
We have furnished them with facts and figures to 
justify our contentions. These facts and figures have 
not been refuted and we do not believe they can be. 
This action will add to the suffering, anxiety, and 
will no doubt be the cause of death for some of the 
veterans in California who are in need of hospitaliza- 
tion, are broke, and have no place to go.” 

(According to a report published in February 1957, 
individual VA hospitals in California discharged, dur- 
ing 1956, 17,888 non-service-connected GM&S pa- 
tients, 456 non-service-connected TB patients and 57 
non-service-connected neuropsychiatric patients. At 
the end of May 1957, there were no service-connected 
patients on the VA waiting list anywhere in the 
United States.) 

The Legionnaire adds “It will increase the expense 
to the taxpayers of this State if it is possible for those 
veterans affected to be cared for in our county hos- 
pitals.” 

(At the June 1957 session of the AMA, the House 
of Delegates adopted a resolution opposing “the 
establishment of further veterans’ facilities for the 
care of non-service-connected illnesses” and recom- 
mended that every effort be made to encourage 
assumption of the responsibility for such care by the 
veteran himself “or by a local or state governmental 
organization.” ) 

Federal Medical Services Newsletter 


STATE PSYCHIATRISTS NAME HALL 
PRESIDENT 
Dr. William S. Hall, superintendent of the South 
Carolina State Hospital, has been elected president 
of the newly organized South Carolina District 
Branch of the American Psychiatric Association. 


4,000 PHYSICIANS EXPECTED AT A. M. A. 
CLINICAL MEETING 
Approximately 4,000 American doctors are expected 
to attend the American Medical Association’s 11th 
clinical meeting December 3-6 in Philadelphia. 
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The’ postgraduate education meeting is aimed at 
helping to solve the daily practice problems of the 
family physician, according to Dr. Thomas G. Hull, 
secretary of the A. M. A.’s Council on Scientific 
Assembly. 

Meetings will be held in Convention Hall and at 
the Bellevue-Stratford Hotel, where the House of 
Delegates, the A. M. A.’s policy-making body, will 
hold sessions. 

The meeting has been planned in cooperation with 
Philadelphia physicians. General chairman for the 
meeting is Dr. Gilson Colby Engel, Philadelphia. 

In Convention Hall will be 120 ‘scientific’ exhibits 
prepared by physicians and the A. M. A. bureau of 
exhibits. Among them will be one on medical history, 
prepared by a group of Philadelphia doctors. There 
also will be 160 technical exhibits presented by phar- 
maceutical houses, medical equipment manufacturers, 
food processors, medical book publishers and other 
commercial organizations. 

Many other attractive features will be available. 


20 NEW CANCER FILMS FOR PHYSICIANS 


Program Running No. of 
Number Title Time _ Reels 
29 The Psychological Aspects of 
39 Min. 1 
16 Cancer Detection ........-~- 38 Min. 1 
14 Lymphomas and Leukemias 55 Min. 2 
23 Cancer of the Urinary Bladder 48 Min. 2 
11 Cancer of the Oral Cavity _... 35 Min. 1 
3 Cancer of the Prostate 50 Min. 2 
27 Tumors of Childhood ____--- 44Min. 1 
25 Moles and Melanomas 49 Min. 2 
30 Chemotherapy: A Research 
12 Cancer of the Thyroid ~_..~-- 29Min. 1 
8 The Differential Diagnosis of 
Uterine Bleeding 45 Min. 1 
9 Cancer of the Cervix _...___- 47Min. 1 
21 Cancer of the Colon and 
39 Min. 1 
24 Tumors of Bone __.------_-- 49 Min 
17 Head and Neck Cancer 45 Min. 1 
6 The Diagnosis of Breast ; 
45 Min. 1 
13 Cancer of the Central Nervous 
30 Min. 1 
15. The Management of Advanced 
46Min. 2 
19 Cancer of the Lung --------- 45Min. 2 
28 Hormonal and Chemical Treat- 
ment of Cancer ............ 52Min. 2 


These kinescopes, with complete Summaries, are 
available from the South Carolina Division of the 
American Cancer Society, 1001 Main Street, Columbia, 
South Carolina. 
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MENTAL HEALTH STAFF NEED IS CITED 
HERE i 

Dr. Wilfred Bloomberg of Atlanta, associate director, 
of the Southern Regional Council: 6n..Mental Health. 
Training and Research,,. visited Colambia on a fact- 
finding tour. 

Dr. Bloomberg said the Council was engaged in 
getting started on the mission assigned it by the 
Southern Governors Conference: To improve mental 
health training and research by concerted action in 
16 Southern states. 

His visit to South Carolina is to gather information’ - 
about present activities ‘and facilities in this state: He 
conferred today with George~-A. Buchanan, chairman 
of the State Mental Health Commission; Dr. W. P. 
Beckman, state director of mental health; and Dr. 
William S. Hall, superintendent of the State Hospital. 


_ 


Dr. Frank L. Martin of Mullins is reported to be 
improving nicely following surgery at the McLeod 
Infirmary, Florence, recently. 


Dr. J. N. Webb, Seneca physician, suffered a heart 
attack recently in his office. 


Dr. Paul C. Wheeler of Columbia recently assumed 
his duties as an assistant physician, women’s service, 
State Park Division, South Carolina State Hospital, 
hospital superintendent, Dr. William S. Hall an- 
nounced. , 

Dr. Wheeler is a native of Louisville, Kentucky. 

Following graduation at the Medical College of 
South Carolina, Charleston, in June 1945, an intern- 
ship of nine months was served at the Fordham Hos- 
pital, New York City, prior to active duty with the 
United States Army in April 1946. 

After assignment at the Lawson General Hospital 
near Atlanta, Georgia, and the Medical Field School, 
Fort Sam Houston, Texas, Dr. Wheeler had overseas. 
duty with the Sixth Infantry Division until his dis- 
charge from service at San Francisco in January 1947. 
Following this, sometime was spent with the South 
Carolina Air National Guard at the Congaree Air 
Base. He is now assigned to inactive reserve corps 
with the rank of major. 


The late Robert A. Taft classified the Social 
Security Act as our greatest single step toward social- 
ism. 


ANNOUNCEMENTS 


AMERICAN RHEUMATISM ASSOCIATION 

A NEW MEDICAL JOURNAL FOR 1958 
The American Rheumatism Association is pleased 
to announce the forthcoming publication of a new 
medical journal—“ARTHRITIS AND RHEUMA- 
TISM; The Official Journal of the American Rheuma- 
tism Association”. Grune & Stratton, Inc., New York, 
publishers of the journals Blood, Circulation, Circula- 
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tion Research, Clinical Research Proceedings, and 
Metabolism, have been chosen by the Association to 
publish this new journal which will appear bimonthly 
starting with the January-February issue of 1958. The 
Association’s Publication Committee is composed of 
Drs. Richard H. Freyberg, William H. Kammerer, 
John Lansbury, Charles Ragan, and Charles L. Short. 
Dr. William S. Clark will serve as editor. 

The Journal will cover the field of connective tissue 
disorders, in particular rheumatoid arthritis, osteo- 
arthritis, rheumatic fever, gout, the so-called “collagen 
diseases,” and nonarticular rheumatism. 


The Sister Elizabeth Kenny Foundation announces 
a continuance of its post doctoral scholarships to pro- 
mote work in the field of neuromuscular diseases. 
These scholarships are designed for scientists at or 
near the end of their fellowship training in either 
basic or clinical fields concerned with the broad 
problem of neuromuscular diseases. 

Kenny Foundation Scholars will be appointed an- 
nually. Each grant provides a stipend of from $5000 
to $7000 a year for a five-year period, depending upon 
the Scholar’s qualifications. Candidates from medical 
schools in the United States and Canada are eligible. 

Inquiries concerning details should be sent without 
delay to: Dr. E. J. Huenekens, Medical Director, 
Sister Elizabeth Kenny Foundation, 2400 Foshay 
Tower, Minneapolis 2, Minnesota. 


The University of North Carolina School of Medicine 
Invites You To a Medical Symposium 
at Chapel Hill on November 21 and 22 


November 21—A Symposium on Heart Disease. 
Visiting Participant: Dr. Truman G. Schnable, Jr., 
Philadelphia General Hospital. 

The case discussion method will be used, with con- 
ferences in small groups in the morning, and a panel 
in the afternoon. Synopses of the cases to be presented 
will be available in advance to those planning to 
attend so that all may be better prepared to profit 
from the discussion. 

November 22—Dr. Houston S. Everett of Johns 
Hopkins will be guest speaker on Urological Condi- 
tions in the Female. Among other subjects to be pre- 
sented are: Epiphyseal Fractures, Neck Injuries, 
Radiation Health, and Heart Disease in Pregnancy. 

FACULTY—Distinguished visiting professors and 
members of the UNC Medical School faculty. 

FOOTBALL—A limited number of tickets to the 
Carolina-Duke game on November 23 will be re- 
served for those attending. Checks for tickets ($4.00 
each, plus 25¢ for mailing) should be sent now to 
UNC Athletic Ticket Office, Box 109, Chapel Hill, 
mentioning the Symposium. 


ANNOUNCEMENT OF POST-DOCTORAL 
FELLOWSHIPS IN RESEARCH 
AND CLINICAL ALLERGY 
FOR TWO YEARS EACH 


Stipend: first year, $4500; second year, $4750; lab- 
oratory and travel expenses for two-year period, $750. 

Requirements: Candidates must be graduates of 
approved medical schools and must have completed 
one or two years of the graduate training required as 
a preliminary to certification by the Boards of Internal 
Medicine or Pediatrics; they are to divide their time 
between research and clinical training, and in the 
second year 10 or 15 per cent of a candidate’s time 
might be devoted to teaching. The respective Institu- 
tions have taken the necessary steps to have this train- 
ing credited toward the Sub-specialty in Allergy by 
the Board of Internal Medicine and the Board of 
Pediatrics. 

Requests for applications should be sent directly to 
one of the following, in whose field the candidate 
would like to work: 

Dr. M. MacLeop, 

Professor of Research Medicine, 

University of Pennsylvania, 

820 Maloney Clinic, 

36th and Spruce Streets, 

Philadelphia 4, Pa. 

or 

Dr. HERMAN N. EIsEN, 

Professor of Medicine (Dermatology ), 

Washington University School of Medicine, 

600 South Kingshighway 

Saint Louis 10, Missouri. 

Applications should be filed no later than December 
15th, 1957 with any of the above. 


The Maternal and Child Health Division, South 
Carolina State Board of Health has received approval 
for a special project from the U. S. Children’s Bureau, 
to establish an evaluation and consultation clinic for 
mentally retarded preschool children—16 weeks 
through 6 years of age. This clinic will not include 
treatment but the findings and recommendations will 
be sent to the referring physician and to the county 
health department. 

The clinic will be conducted by the Pediatric De- 
partment, Medical College Hospital, 55 Doughty 
Street, Charleston, South Carolina. A pediatrician 
who has had special training in child development has 
recently been added to the staff. The clinic staff, in 
addition to the medical staff of the Pediatric Depart- 
ment, will consist of a clinical psychologist, social 
worker, public health nurse, and secretary. There will 
be consultations from other specialities when in- 
dicated. It is expected that the clinic will be ready to 
receive patients by November 1, 1957. 

Admission to the clinic will be on a prescribed ap- 
plication form which will be furnished all County 
Health Departments. If you have cases that you wish 
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to refer to this clinic, you may obtain the application 
forms (to be made in triplicate) from the County 
Health Department. Upon completion, please return 
to the County Health Department. 

The County Health Department will send the ap- 
plication to Dr. Hilla Sheriff, Director, Maternal and 
Child Health Division, South Carolina State Board 
of Health, Columbia, South Carolina. Upon accept- 
ance the clinic will notify the parent or guardian the 
date of appointment with a copy to the referring 
physician. Because of the intensive study to be made 
on each patient it will not be possible to see a large 
number of cases and there may be some delay in your 
patient receiving a clinic appointment. 

There will be no charge for the services rendered 
at the clinic. It is expected that the majority of the 
families will be able financially to take care of trans- 
portation and subsistence during the two days re- 
quired for clinical evaluation. For the families who 
are found to be unable to take care of these expenses 
the Maternal and Child Health Division will make 
provisions for them. A list of conveniently located 


hotels, motels, and boarding houses will be furnished. 


EMORY UNIVERSITY SCHOOL 
OF MEDICINE 
Atlanta, Georgia 
ANNOUNCES 
SIX DAYS 
of 
CARDIOLOGY 
(January 13-18, 1958) 
Major Problems of Heart Disease 
will be discussed by 
Members of the Emory University Faculty 
and the following visitors: 
A. Carlton Ernstene, M. D. 
Cleveland, Ohio 
Dwight Harken, M. D. 
Boston, Massachusetts 
Helen B. Taussig, M. D. 
Baltimore, Maryland 
Eugene A. Stead, M. D. 
Durham, N. C. 
Ancel B. Keys, M. D. 
Minneapolis, Minn. 
Edward S. Orgain, M. D. 
Durham, North Carolina 
E. Grey Dimond, M. D. 
Kansas City, Kansas 
Gene H. Stollerman, M. D. 
Chicago, Illinois 
Tuition fee: $10.00 
Write: Postgraduate Teaching Program, Emory 
University School of Medicine, 69 Butler Street, 
Atlanta 3, Ga. 


The Poison Control Center telephone number in 
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Columbia has recently been changed to ALpine 
4-7382. The use of the correct telephone number will 
materially hasten any telephone calls to the Center. 


DEATHS 


DR. H. B.. MORGAN 


Dr. Hiriam B. Morgan, 52, Ware Shoals physician, 
died on August 15. He suffered a heart attack last 
November which kept him inactive for about a month, 
but he had been active in his profession since. 

Dr. Morgan was one of the founders of the Ware 
Shoals Medical Center and was associated with Dr. 
W. J. Holloway, Dr. F. C. McLane and Dr. Don 
Peoples. He had been a leader in different phases of 
the medical profession in Greenwood County and 
South Carolina. 

Dr. Morgan had been particularly interested in 
tuberculosis control. For many years he had been 
clinician with the County Health Department, in- 
terpreting x-ray film. He served as director of the 
T. B. Control Program in the county. 

Dr. Morgan served a number of terms as a director 
of the Greenwood County TB Association and was 
also on the state TB Association Board in 1955, he was 
president of the South Carolina Trudeau Society, a 
medical organization of the TB Association. 

He was a member of the American College of Chest 
Physicians and of the Greenwood County Crippled 
Children’s Society, serving on the board and as 
secretary-treasurer. He was superintendent of the old 
Greenwood Hospital and was president of the medical 
staff of Self Memorial Hospital at the time of his at- 
tack last November. He resigned this position in 
November, along with his office in the South Carolina 
Medical Association. 

Dr. Morgan was a native of Spartanburg County. 
He graduated from Furman University with a B. S. 


degree and received his M. D. degree from the Medi- 4 

cal College of South Carolina. 

DR. E. M. WILLIAMS . 

Dr. E. Mood Williams, 71, retired physician, died 

October 12 after an illness of two weeks. He had been 3 
in declining health for the last five years. 

Dr. Williams was born in Walterboro, February 22, 4 


1886. He was graduated from the Medical College of 
South Carolina in Charleston in 1910 and served his 
internship in Roper Hospital, after which he practiced 
medicine in Cottageville for 20 years. He moved to 
Lake City and practiced medicine until five years ago, 
when ill health necessitated his retirement. 

He was a member of the State, American and 
County Medical Associations. He was an ardent hunter 
and fisherman and had an active interest in high school 
athletic activities. 
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SOCIAL SECURITY FOOTNOTES 


The government, while slow to acknowledge any- 
thing wrong with the Social Security System, under- 
estimated the demand for benefits. Women who could 
obtain benefits at 62, 63, and 64 decided to do so 
even if the payments were less than they would be at 
65. Farmers suddenly turned out to be older than 
expected. Some began to pay social security taxes on 
reported income of $4200 which exceeded their in- 
come in prior years. Then they applied for benefits 
after paying taxes for six quarters. Many people who 
had retired and were well beyond 65 years of age, dug 
up jobs for themselves and paid social security taxes for 
18 months, thereby qualifying for benefits of from 
$30 to $108.50 monthly for life. Social security ex- 
perts in making their cost projections underestimated 
the ingeniousness of the American people when Fed- 
eral give-aways are as widely advertised as are social 
security benefits. 


There is not an unlimited number of ways for Social 
Security to expand. Medical care is one of the few 
areas not covered by “social insurance,” and the pres- 
ent framework of the Social Security Act is adequate 
to cover socialized medicine by means of a few 
amendments. The Disability Insurance “Trust” Fund 
could be changed into a Health Insurance “Trust” 
Fund by the stroke of a pen. Taxes could be increased. 
A new title could be added to the law and the private 
practice of medicine could be virtually destroyed. 


In one way or another, on one excuse or another, 
social security tax payments are being boosted every 
year or two instead of at five-year intervals as 
originally planned. In 1954, the base was raised from 
$3600 to $4200. In 1956, the tax rate was increased. 
Now, Rep. Kean wants to raise the base rate from 
$4200 to $4800 beginning in 1959. Then in 1960, the 
tax rate is scheduled to increase % percent for both 
employee and employer, and % percent for the self- 
employed. There is no way of knowing just how ex- 
pensive social security “insurance” is actually going 


to be. 


Social security has been changed many times in the 
22 years since the original law was enacted. The size 
and variety of benefits, the tax rates, the tax base, 
coverage—all have been radically changed. There 
is no reason to believe that another 22 years will not 
see just as radical changes. 


The “soundness” of social security depends on com- 
pulsion, high employment, and no wars. 


In the first five months of the 85th Congress, the 
lawmakers introduced more than a hundred bills de- 
signed to broaden the Social Security Program in one 
way or another. Such open-handed proposals _in- 
variably win acclaim, and more tangible rewards at 


the polls, for their sponsors. But the alarming fact is 
that years ahead of schedule, the growth of the Old 
Age & Survivors Insurance Trust Fund has come to 
an end. At the moment it is paying out more than it 
is taking in. This unexpected deficit should serve as 
a red flag to the Treasury, the taxpayer, and all those 
who are looking forward one day to receiving retire- 
ment checks of their own. However generous its 
motives, even a federal pension fund cannot go on 
incurring obligations which exceed its resources. 


BOOK REVIEWS 


CURRENT SURGICAL MANAGEMENT. A Book 
of Alternative Viewpoints on Controversial Surgical 
Problems. By John H. Mulholland, M. D., Edwin H. 
Ellison, M. D. and Stanley R. Friesen, M. D. W. B. 
Saunders Company, Philadelphia, 1957. $10.00. 

This book is an excellent presentation of the most 
frequently encountered subjects of controversy in gen- 
eral surgery. Varying viewpoints about each topic are 
presented in individual sections. The 476 page book 
is divided into 28 sections. Contributions to the sub- 
ject matter have been made by 76 American authori- 
ties. The purpose of the book is to show that surgery 
is not an exact science and that diligent investigation 
of the various disease processes has produced a wider 
scope of knowledge and concomitantly a lesser justi- 
fication for dogmatism. It is informative as it demon- 
strates how the authorities have arrived at their 
answers. The material is arranged somewhat accord- 
ing to the magnitude of the problem as it besets the 
general surgeon. Illustrations are at a minimum. Each 
presentation is direct and to the point. The editors 
introduce each section by clearly stating the points 
of controversy with no attempt to side with either 
viewpoint. Each of the editors are well qualified to 
edit such a book. 

The management of acute cholecystitis by im- 
mediate operations and delayed operative manage- 
ment was discussed by the three editors. Drs. Doubilet, 
Shumacker, DuVal, and Bowers contributed their 
viewpoints on the treatment of chronic relapsing pan- 
creatitis and pseudocyst. Subtotal gastric resection 
versus vagotomy with one of the drainage procedures 
as the treatment of duodenal ulcer was discussed by 
Dr. H. Harkins and J. Weinberg. Other subjects con- 
cerning duodenal ulcer such as the perforated ulcer, 
the bleeding ulcer, and the management and differ- 
ential diagnosis of massive gastrointestinal hemor- 
rhage followed. 

One of the most interesting sections was that of 
Portal Hypertension with Esophagogastric Varices. In 
this section were included opinions by Drs. Arthur 
Blakemore, George Crile, Jr., J. Garrot Allen, Charles 
G. Child, III, and Robert Moore. 

Malignant melanoma was discussed by Dr. Herbert 
Willy Meyer and George Pack. Other interesting sub- 
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jects included were: Wedge Resection versus Subtotal 
Gastrectomy for Gastric Ulcer, Carcinoma of the 
Stomach, Primary Resection versus Staged Operations 
for Inflammatory Lesions of the Colon, Repair of 
Sliding Indirect Hernia, Papillary Carcinoma of Thy- 
roid, Intussusception, Meconium Ileus, Breast Car- 
cinoma, Burns, Cancer of the Lip and Oral Cavity 
including the indications for radical neck dissection. 
There are other equally informative discussions. 


This book has much merit in that each subject is 
clearly and concisely stated and each opinion is based 
on scientific data and observations by qualified 
authorities. It should be a very valuable book for the 
resident in surgery and the practicing surgeon. Stu- 
dents and interns would find much useful information 
in this book and would gain a much better perspective 
toward surgical problems. 

R. Randolph Bradham, M. D. 


THE RIDDLE OF STUTTERING by C. S. Blue- 
mel. Danville, Ill.: Interstate Publishing Co., 1957, 
pp. 142. cloth-bound copies $3.50, paper-bound copies 
$1.50. 

Dr. Bluemel, as a Fellow of the American College 
of Physicians, the American Psychiatric Association, 
and of the American Speech and Hearing Association, 
certainly would seem to have an excellent background 
for a discussion of stuttering. The book has merit and 
would be useful in understanding and treating the 
problems of some stutterers. In dealing with other 
persons who stutter, it would have little value. 

While stuttering can be a manifestation of a per- 
sonality problem such as diffidence or self-conscious- 
ness, Dr. Bluemel assumes that all stutterers have this 
basic problem. He has assumed, also, that stutterers 
are below average in their neuromuscular reactions. 
This may be true of some, but many are not touched 
upon in his theory. 

As a result, this book should not be considered a 
comprehensive treatment of this subject. Briefly, this 
is iust another book on stuttering and there a are > others 


which treat the subject in a broader aspect. No book 
offers a complete answer to the riddle of stuttering 
for no one yet knows the answer. 


Shirley B. Oest 


BLOOD AND BONE MARROW PATTERNS: 
Color Atlas. By G. Douglas Talbott, M. D. Elmer R. 
Hunsicker, B. S. and Jonah Li, M. D. Grune & Strat- 
ton, Inc., New York. 1957. Price $12.00. 

This book proved to be somewhat of a disappoint- 
ment. It is far from complete in its coverage, and the 
illustrations are in the main quite poor. It is difficult 
to tell whether the poor quality of the illustrations 
stems from a poor choice of original slides, the koda- 
chromes themselves, or a marked loss of detail and 
color in the printing. 

The volume does have a feature which should com- 
mend it to all interested in the field of hematology as 
it treats bone marrow as.a tissue, that is, in its over- 
all aspect and not in terms of misleading percentages. 

A larger volume of this type with more attention to 
technical detail should fill a very definite need in this 
ever expanding field of study. 

J. H. Murdoch, Jr. 


SYSTEMIC ARTERIAL EMBOLISM; Pathogenesis 
and Prophylaxis, by Dr. John Martin Askey. Grune & 
Stratton, Inc., New York. 1957. Price $5.75. 

Dr. Askey has written a scholarly review of 
thromboembolism. Beginning with an_ interesting 
historical review, Dr. Askey discusses the death and 
disability from arterial embolism, the pathogenesis of 
vascular thrombosis, and that of cardiac mural 
thrombosis and proceeds through anticoagulant 
therapy in thromboembolic disease. 

Of interest in the historical review is a prescription 
given by Dr. Samuel B. Ward in 1873 for arterial 
occlusion. Dr. Ward prescribed as stimulants one 
quart bottle of brandy, one half pint of sherry, and 
one pint of champagne—the latter to control nausea. 
The modern dosage of alcohol recommended for peri- 


A. Carlton Ernstene, M. D., 
Chairman, Division of Medicine, Cleveland Clinic, 
Cleveland, Ohio. 

Dwight E. Harken, M. D., 
Assistant Clinical Professor of Surgery, Harvard Medi- 
eal School; Surgeon, Peter Bent Brigham Hospital ; 
Chief of Department of Thoracic Surgery, Mount 
Auburn and Malden Hospitals, Boston, Massachusetts. 

Helen B. Taussig, M. D., 
Associate Professor of Pediatrics, The Johns Hopkins 
University School of Medicine; Director of the Chil- 
dren’s Heart Clinic of the Harriet Lane Home, The 
Johns Hopkins _— Baltimore, Md. 

Eugene A. Stead, 
Professor and ,*. Department of Medicine, 
Duke University School of Medicine, Durham, N. C. 


Tuition fee: $100.00. 


EMORY UNIVERSITY SCHOOL OF MEDICINE — ATLANTA, GEORGIA 
Announces 
SIX DAYS OF CARDIOLOGY 
(January 13-18, 1958) 
Major Problems of Heart Disease will be discussed by 
Members of the Emory University Faculty and the fo'lowing visitors: 


Write: Postgraduate Teaching Program, Emory University School of Medicine, 69 Butler St., Atlanta 3, Ga. 


Ancel B. Keys, M. D., 
Professor of Medicine, University of Minnesota; Direc- 
tor of the Laboratory of Physiological Hygiene, Uni- 
versity of Minnesota School of Public Health, Min- 
neapolis, Minn. 

Edward S. Orgain, M. D., 
Professor of Medicine, Duke University School of 
Medicine; Director, Cardiovascular Disease Service, 
Duke Hospital, Durham, North Carolina. 

E. Grey Dimond, M. D., 
Professor and Chairman of the Department of Medi- 
cine; Director of the Cardiovascular Laboratory, Uni- 
versity of Kansas Medical Center, Kansas City, Kansas. 

Gene H. Stollerman, M. D., 
Associate Prof of Medici Northwestern Uni- 
versity, Chicago, Illinois. 
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pheral vasodilatation would appear of relative homeo- 
pathic amounts in supportive stimulative and anti- 
nauseating effect. 

Of great interest is his discussion of left auricular 
thrombosis in rheumatic heart disease. The primary 
correlate, auricular fibrillation, is related only sta- 
tistically not causely, to the high incidence of 
thrombosis. The clots are distributed according to 
location of endocardial damage in rheumatic heart 
disease in the left auricle. The author feels that there 
is no adequate explanation for mobilization of left 
auricular thrombi in the majority of instances. The 
recurrence of embolism could not be correlated with 
anything except occasionally a change in the rhythm 
of ventricular contraction from regular to irregular, 
or the reverse. 

Because of his detailed review of the physio-path- 
ology of thrombo-embolism and therapy in this group 
of diseases, Dr. Askey’s book is a fine addition to the 
library of the cardiologist. 

A. V. Williams 


CIBA FOUNDATION COLLOQUIA ON AGE- 
ING. Vol. 2. Ageing in Transient Tissues. G. E. W. 
Wolstenholme and E. C. P. Millar. 263 pp. 1956. 
$6.75. 

This follows the earlier Volume 1 on general 
aspects of ageing. [t was a symposium conceived in 
the thought that possibly the most productive insight 
into this problem might be reached through considera- 
tion of those things which go on during the ageing 
of “transient tissues.” This term includes particularly 
such tissues as the reproductive organs and red blood 
cells. Free imagination has also brought in a discussion 
of the metabolism of senescent leaves, the ageing of 
axillary apocrine sweat glands and the growth cycle 
of deer antlers. 

Physician deer hunters may be interested to read 
that blood circulation in deer antlers proceeds largely 
through the shaft up until about June when ossifica- 
tion takes place and the only circulation remaining is 
in the velvet. After the velvet is shed, about Septem- 
ber, the bone is then bare and dead and is itself shed 
about mid-winter. The velvet contains branches of the 


trigeminal nerve which, during the growth season, ad- 
vances at the rate of about half an inch a day. The 
antler cycle is under hormonal control and testosterone 
will produce antlers in a female deer if it has been 
ovariectomized. 

Electron microscopy of mitochondrial changes and 
of the stages of spermatogenesis represent fresh new 
fields of interest. Some remarkable photographs of 
such are shown. One might suspect an element of re- 
strained patience when these conferees refer to the 
more simple knowledge based on the older “light 
microscope.” 

The 27 authorities composing this conference in 
London were largely from European institutions al- 
though there was representation from a few ad- 
vanced research centers in the United States. 

R. P. Walton, M. D. 


PRINCIPLES OF UROLOGY. An Introductory 
Textbook to the Diseases of the Urogenital Tract, by 
Meredith F. Campbell, M. D. W. B. Saunders Com- 
pany, Philadelphia, 1957. Price $9.50. 

It is a pleasure to review Dr. Campbell’s textbook 
on “Principles of Urology”. It exhibits excellent plan- 
ning and organization of material. This is a text that 
should be most satisfying for both student and prac- 
titioner. The long-established position of the author 
in the field of urology assures a fine product. 

P. W. Sanders, Jr. 


NEW AND NON-OFFICIAL REMEDIES. An an- 
nual publication issued under the direction and super- 
vision of the Council on Pharmacy and Chemistry of 
the American Medical Association. J. B. Lippincott 
Company, Philadelphia. 1957. Price $3.35. 

Year after year this publication stands like a stone 
wall against the onslaught of innumerable doubtful 
preparations pretending to relieve the ills of the 
human race. It gives a brief, authentic description of 
those substances which are tried and true and useful 
for the practitioner. Evaluation of the drugs is rigid, 
and their value must be proven before they can reach 
the pages of this extremely useful and reliable book. 

J. I. Ww. 


WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 


INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 


Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Dr. JAMES B. GALLOWAY. SENIOR ASSISTANT PHYSICIAN 


FOR RESERVATION CALL 
SUPERINTENDENT 2-4273 


2641 FOREST DRIVE 
COLUMBIA, S. C. 


FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL 
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Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 
inhibiting gastrointestinal motility.”* 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G., and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 


— 


CONFIRMED THERAPEUTIC UTILITY 

| 
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SYNOPSIS OF GASTROENTEROLOGY by 
Rudolph Schindler. Grune & Stratton, Inc. New York 
1957—Price $7.75. 

This is a well organized book which completely 
covers the field of gastroenterology in its 358 pages. 
It is interesting, readable, and thought-provoking. 
Since it represents the sum-total of one man’s ex- 
perience in the field of gastroenterology, albeit one 
who is a recognized authority, it frequently presents 
points of view with which the reviewer cannot agree. 
Among these are statements that a bad taste in the 
mouth is due to gastritis and gastric carcinoma, that 
food allergy is frequent, and that European Spas are 
helpful in cases of cholelithiasis. Many similar ex- 
amples could be cited. The author even mentions the 
possibility of psychogenic gross hemorrhage from an 
intact gastric mucosa. The concluding chapter lists 
drugs useful in the practice of gastroenterology, but 
this also is open to criticism. For example, six anti- 
cholinergic agents are listed, and the names of three 
are incorrectly spelled. 

In general this book is rather basic and treads 
lightly over all the phases of gastroenterology. It 
makes interesting reading in places but the reviewer 
would not recommend it as a source book for gastro- 
enterological students. 


C. W. Legerton, Jr., M. D. 


THE TREATMENT OF BURNS. By Curtis P. 
Artz, M. D. and Eric Reiss, M. D. Pp. 250 with 199 
illustrations. W. B. Saunders Co., Philadelphia 1957. 
Cloth $7.50. 

The authors of this book are well qualified to write 
with authority on this subject. The material was ex- 
tracted from the clinical experience of treating over 
one thousand burn cases in the burn unit of Brooke 
Army Medical Center. Col. Artz has written many 
previous papers on the treatment of burns and has 
become a recognized authority in this field. 

The book is well written and soundly organized. 
It is presented in a manner which should be peculiar- 
ly attractive to those who are in training or to those 
physicians who treat burns infrequently. There is 
nothing new in the content of the book but the more 
practical aspects of burn therapy have been extracted 
from the vast surgical burn literature and presented 
in an extremely readable manner. No attempt is made 
to provide a complete list of references to the burn 
literature but the selection is representative. 


Carter Maguire, M. D. 


A VISIT TO THE HOSPITAL, by Francine Chase, 
under the supervision of Lester L. Coleman, M. D. 
Grosset & Dunlap, New York. 1957. Price $1.50. 

This is a book for children, written in a style 
understandable by the child and pleasantly illustrated. 
Its purpose is to make the child aware of what he 
might expect in the way of an experience in the hos- 
pital, especially when he is going for some elective 
operation such as tonsillectomy. It gives an account 
of the procedures and contacts which the child will 
have. 

Anything which will manage to quiet the ap- 
prehension which is natural for any child entering 
upon such a new experience should be very valuable. 
This book has a pleasant form and approach, and 
should be useful in the hands of parents. 

This reviewer would question two points in the 
book. One is that the operating gowns and operating 
rooms are described as being white, while many sur- 
geons and many hospitals use color and avoid white, 
possibly because it is rather frightening for the pa- 
tient. The other point is the statement “tonsils very 
often cause colds and sore throats”. The latter, yes; 
the former, no. It seems rather a shame to fill the 
innocent child’s mind with misinformation. 


Low. 


ESSENTIALS OF CLINICAL PROCTOLOGY 
Third Edition. Manuel G. Spiesman and _ Louis 
Malow. Grune and Stratton. New York. 1957. Price 
$8.75. 


As the title indicates, this book presents in a prac- 
tical manner what the authors consider to be the 
essentials of proctology. It is a manual of 316 pages 
with excellent printing and many fine diagrams. The 
bibliography of two and a half pages, placed just 
before the index, lists only books but no articles of 
any journals. The subjects of applied anatomy and 
differential diagnosis are handled in a commendable 
manner. Hemorrhoids, the most common anorectal 
lesion, are discussed in 24 pages. However, the sur- 
gical treatment of hemorrhoids merits only one page 
whereas the injection treatment is emphasized in a 
whole chapter of 12 pages. ; 

This book may be read by medical students and 
others who would be content with the bare essentials 
of proctology. However, those who would not be 
satisfied with a smattering of knowledge will turn to 
fuller treatises on proctology. 


Leon Banov, Jr., 
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